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Introduction 1
Introduction to the Portfolio
This portfolio contains a selection of work completed over the course of the three year 
Psych.D, Clinical Psychology course. The academic dossier comprises five essays which 
cover both core and specialist topics. The clinical dossier contains summaries of all core 
and specialist placements undertaken and five summaries of formal clinical case reports. A 
separate confidential appendix to the clinical dossier containing the five formal clinical 
case reports in full and all placement documentation including placement contracts, clinical 
activity log books and placement evaluation forms will be kept at the University of Surrey. 
The research dossier comprises a literature review completed in Year 1, a service-related 
research project (i.e., research completed on placement) completed in Year 2, a small scale 
research project completed in Year 2, and a large scale research project (which continues 
the theme of the small scale research project) completed in Year 3.
The work presented in each section of this document reflects the variety of client groups, 
referral problems, approaches and contexts covered during the course. In each section, 
work is presented in the order in which it was completed in order to reflect how my 
academic, clinical and research skills and interests have developed.
Academic Dossier
Summary of Academic Dossier 3
Summary of the Academic Dossier
This section comprises five selected essays, intended to reflect the depth and breadth of 
work covered over the three year course. The essays are presented in the order in which 
they were completed, in order to demonstrate how my academic skills and interests have 
developed during training. There are four essays chosen from the four core client groups 
studied during the first and second years of training, and one essay on a specialist topic 
from the third year. These essays critically examine of the theory and practice of a range 
of psychological approaches to human difficulties throughout the life-span, with reference 
to wider social, cultural, ethical and epistemological issues.
“Discuss the Role of the 
Psychologist in a 
Rehabilitation/Continuing Care 
Multi-Disciplinary Team and which 
Aspects of a Person’s Care would 
they be Involved in”
Long Term Disabilities Essay 
May 1997 
Year 1
Long Term Disabilities Essay 5
Discuss the Role of the Psychologist in a 
Rehabilitation/Continuing Care Multi-Disciplinary Team and which 
Aspects of a Person’s Care would they be Involved in
Introduction
Over the last 20 years, the focus of mental health care has rapidly moved away from the 
large mental hospitals, and into the community. Despite recent changes, there remains a 
population of individuals with a long term mental illness (e.g., chronic psychotic disorders 
such as schizophrenia, chronic non-psychotic disorders such as depressive illnesses, and 
severe personality disorders). Although by no means comprising a homogenous group, 
they are characterised by complex and fluctuating needs (biological, psychological, social 
and environmental). These are either directly or indirectly a result of having a long-term 
mental illness and may persist throughout an individuals life.
Wing and Morris (1981) distinguish between the primary, secondary and tertiary effects of 
a long term mental illness. Primary difficulties are those inherent to the illness (e.g., 
hallucinations). Secondary difficulties are the results of an inability to perform certain 
activities because of the illness (e.g., to work). Tertiary difficulties are the negative 
responses of others (e.g., stigmatisation) towards the individual because of the illness.
Psychiatric rehabilitation attempts to minimise the types of difficulties described above and 
“to maximise the person’s latent abilities and strengths” (Bridges, Huxley & Oliver, 1994). 
Published definitions vary in emphasis, however, Pilling (1991) highlighted two key 
components:
1. The promotion of interventions which are aimed at helping individuals to develop or 
re-leam skills and role competencies.
2. Modifications of the social and physical environment in order to preserve or enhance 
functioning, in spite of continuing disabilities.
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Clearly the concept of rehabilitation is applicable to many ‘groups’ of individuals who 
have similar types of primary, secondary and tertiary difficulties to those found in people 
with long term mental health problems, such as people with organic brain syndromes such 
as head injuries (e.g., Lishman, 1987), chronic substance misuse (e.g., Thorley, 1983) and 
severe learning disabilities (e.g., Newman & Emerson, (1991). However, the focus of this 
essay will be on the role of the psychologist in rehabilitation for people with long term 
mental health problems, and, in particular for chronic psychotic disorders, which have 
been a focus of research.
The role of the clinical psychologist
Following the recent Government reforms to the health service, (see Lavender & 
Holloway, 1994, for a comprehensive review), which introduced Care in the Community 
(he context of the internal market and a rather artificial distinction between “heath” and 
“social” care, clinical psychologists can be found working within locally provided multi­
disciplinary rehabilitation “health” care teams. These are based in both community and 
inpatient settings. There is widespread agreement that the range of clinical and social 
problems presented by people with long term mental health problems demands a co­
ordinated input from many disciplines, (e.g., Edawi, 1990; Conning, 1991). Therefore, the 
‘team’ ordinarily consists of nurses, doctors, clinical psychologists, occupational therapists 
and mental health workers, who work directly with clients, their families and carers, and 
with local statutory and non statutory “social” services.
The unique skills which the clinical psychologist brings to the team are “a thorough 
understanding o f varied and complex psychological theories and the ability to apply 
these to new problems and to generate interventions” (Management Advisory Service 
Review; MAS, 1989). The 1989 MAS review identified clinical psychologists as the only 
profession with this level of psychological skills which they apply to a range of activities 
(clinical, staff support, teaching and supervision, service planning, research and evaluation, 
ambassadorial, organisational, management, administration). Psychiatric rehabilitation is
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reaching the point of being recognised as a specialism within psychology, Conning (1991). 
Because the scope of this essay does not allow for an exhaustive review, it will explore 
some examples the role of the clinical psychologist working in rehabilitation in relation to 
each category of activity (with the exception of administration which is undertaken by all 
mental health professionals).
Clinical
a) Assessment
Conning (1991) points out that that psychologist’s training in scientific method underpins 
an ability to ask relevant questions and to use appropriate and systematic means of 
collecting information in order to assimilate a model of what is happening and what should 
take place based on this model. Assessment in rehabilitation settings will depend upon 
the questions being asked, but it may focus on the individual and/or their carers, the 
environment or the service, based on an awareness of the impact of these on the client’s 
well-being (e.g., Shepherd & Richardson, 1979). Assessment information can be collected 
using a variety of techniques such as direct observation and interview data. Psychometric 
testing such as the Wechsler Adult Intelligence Scale-Revised (WAIS-R; Wechsler, 1981) 
can be used to identify the client’s residual cognitive capacities. This provides useful 
information about future employment, intervention and accommodation needs. 
Standardised questionnaires can be used to match the level of service provision to client 
needs (e.g., The Model Standards Questionnaire, Lavender, 1985), or to measure levels of 
symptomatology such as depression (e.g., The Beck Depression Inventory: Beck, Rush, 
Shaw & Emery, 1979) which can be used as baselines upon which to compare the 
outcomes of interventions.
b) Intervention'
Since rehabilitation has moved away from a curative model which proved unsuccessful, 
interventions are glared towards helping clients and their carers to cope from day to day 
with the reality of a long term mental illness (Shepherd, 1994). This will include coping 
with distressing symptoms such as hallucinations and delusions, coping with feelings of
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depression and loss, maximising independent living and opportunities for social, vocational 
and leisure pursuits. Other than medical interventions, the majority of rehabilitation 
interventions could therefore be classified as psychological. This does not imply that all 
interventions should be carried out by psychologists, indeed the majority of their work can 
be done through other staff, but they are clearly a valuable resource on psychological 
matters and can provide consultancy as well as direct clinical work. Some major 
contributions of psychologists in psychiatric rehabilitation interventions are:
• Token economies were widely and successfully used in inpatient settings during the
1970’s (e.g., Hall, Baker & Hutchinson, 1977). These behavioural programmes were
designed to address deficits in functioning such as the negative symptoms of 
schizophrenia (e.g., lack of motivation). They are less popular now due to the finding 
that social reinforcement is more effective than the use of tokens, Hall et al., (1977).
• Behavioural programmes for the management of challenging behaviour (e.g.,
aggression). These are based on a functional analysis approach and are well described
in the learning disability literature, (e.g., Murphy, 1994). The difficulty with this 
approach is that programmes are difficult to implement successfully, in constantly 
changing in staff teams, or where staff are reluctant. It is therefore important to 
involve staff in designing programmes (Conning, 1991).
• Individual or group skills training packages, for example, social and interpersonal skills 
(e.g., Apello, Woonings & Niewenhizen 1992), problem solving, (e.g., Liberman, 
Mueser, Wallace, et ah, 1986), and daily living skills (e.g., Wallace, Liberman, 
MacKain et ah, 1992). Because they do not generalise well, skills should be taught in 
the environment in which they are to be used (Anthony, Cohen & Cohen, 1984).
• Individual cognitive-behavioural interventions aimed at positive symptoms of 
schizophrenia (e.g., hallucinations and delusions). For example, Coping Strategy 
Enhancement (Tarrier, Harwood, Yusopoff, Beckett & Baker, 1990), challenging the 
evidence for beliefs about voices, Chadwick and Birchwood, (1994), and modifying 
the content of delusions (Bentall, 1992). Although they still await the results of
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research, these techniques are considered to be promising (Conning, 1991). 
Furthermore, they have the advantage of avoiding the heavy reliance on staff teams, 
inherent in most behavioural approaches.
• Individual behavioural strategies for coping with hallucinations and delusions include 
the use of headphone music, (Hustig, Tran, Hafiier & Miller, 1990) and earplugs, 
(Done, Frith & Owens, 1986).
• Methods of monitoring early warning signs of relapse in schizophrenia and minimising 
relapse by early intervention are being developed by Birchwood, Smith, Drury, Healy, 
Macmillan and Slade (1994). Again, these await the findings of research but early 
reports are encouraging (Conning, 1991).
• Psychological interventions aimed at of enhancing recovery during acute psychosis are 
a rare and an exciting new area of development. A preliminary study by Birchwood 
and Drury (in press) suggests that a cognitive intervention treatment group achieved a 
50% reduction of time spent in acute psychosis, compared to matched controls 
receiving routine care.
• Interventions have been developed aimed for minimising stress in the families of 
people with long term mental health problems, using family therapy based on the 
concept of Expressed Emotion (EE), (Falloon,1985). These include strategies aimed 
at enhancing problem solving and goal setting, (Conning, 1991), and support groups 
for relatives, (Barrowclough & Tarrier, 1992). An interesting development is the 
application of EE concepts to non-family carers such as hostel workers, 
(Kuipers,1995).
• Since up to 60% of people with schizophrenia who live in the community are at least 
episodically non-compliant with anti-psychotic medication (Van Putten,1974), 
medication compliance is an important area for intervention. This includes behavioural 
training, incorporating education positive reinforcement and feedback, (Liberman & 
Evans, 1985) and counselling (Miller, Donegan, Curran et al., 1990) which have been 
found to be effective. Motivational Interviewing techniques, (Miller & Rollnick,1991) 
adapted from substance misuse settings may prove to be a promising new approach.
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Staff support
Working with long term clients, often in under-resourced settings can lead to high levels 
of staff stress, elevated levels of sickness and a high staff turnover which can be 
detrimental to the care that clients receive. There is some suggestion that staff who are 
experiencing significant levels of stress have difficulty carrying out effective interventions, 
(Conning, 1991) and a high turnover of staff can be an obstacle to the provision of long­
term co-ordinated care, (Test & Stein, 1980). Therefore, psychologists have a role in 
ensuring the “well-being” of the multi-disciplinary team by providing therapeutic support 
(e.g., stress management) and acting as a back-up service when difficult situations arise, 
(O’Callaghan, 1986). Lavender (1985) suggests that clinical psychologists are in a good 
position to do this because they have no clear position in the hierarchy.
Teaching and supervision
Because of a general shortage of psychologists, and in order to make best use of their 
resources, the training and supervision of other staff in the use of psychological techniques 
and interventions is seen as an essential part of their work (MAS, 1989). Subjects might 
include teaching staff how to design behavioural programmes for individual clients, 
teaching philosophies of care, or teaching staff how to carry out research or take part in 
service evaluation, Conning (1991). However, teaching in itself does not ensure effective 
learning, because Corrigan (1995) found that skills learned from training, although initially 
implemented by staff, did not continue to be used at follow-up. Therefore an adjunct tp 
teaching is the supervision and monitoring of teaching outcomes as well as the 
development of effective training programmes. For example, Interactive Staff Training, 
(see Corrigan, 1995), where the quantity and quality of rehabilitation programming had 
increased significantly at 6 months follow up.
Psychologists working in psychiatric rehabilitation should also be involved in the 
supervision of psychology trainees in the skills and issues unique to rehabilitation settings.
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Service planning and evaluation
Psychologists have often been the pioneers of philosophies of care such as Social Role 
Valorisation, (Wolfensberger,1972) which emphasises helping ‘devalued’ individuals to 
create valued “normal” social roles. This has stimulated critical debate and led to the 
development of alternative philosophies, such as Consciousness Raising, (Szivos & 
Griffiths, 1990), which emphasises and celebrates difference. They have also been 
involved in the development of models of long term mental illness, (see Bridges et al, 
1994 for a comprehensive review). The Vulnerability-Stress model (Neuchterlein, 
Goldstein & Ventura, 1989), where the onset of schizophrenia is conceptualised as a 
result of interactions between biological vulnerability and psychosocial factors, is one such 
model that has made important an contribution to the planning of services.
Based on these philosophies and models underpinning rehabilitation, apart from the direct 
interventions described above, psychologists are involved in planning services which aim 
to develop a client’s opportunities for occupational and recreational pursuits, (Huxley, 
1994). These services have demonstrated significant improvements in client’s levels of 
functioning, for example, increased interpersonal interactions, self-esteem and the 
reduction of symptomatology, (e.g., Shepherd, 1989).
Closely linked to the planning of services is the need to evaluate whether these services are 
providing what they set out to provide, particularly where services are undergoing 
changes. Given the current emphasis on accountability and quality within the NHS, 
psychologists are considered to be equipped with the skills to stimulate and carry out 
evaluative research (House of Commons Social Services Committee, 1985; Lavender, 
1985) and audit, (Goumay,1995). These skills have been applied to the measurement of 
quality (Carson, Dowling, Glynn & Oliver, 1994), cost effectiveness, (Wing, 1987), and 
appropriateness of services, (Davies & Challis, 1984). These types of evaluation can 
provide important information for future policy and service planning, (Wing, 1978).
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Research
Research enables psychologists to develop new theories and interventions and to evaluate 
their effectiveness. Conning (1991) points out that research may be carried out to test 
observations generated in clinical practice, to develop theories of rehabilitation, or to 
develop theory/practice links. Many examples of research have been discussed above in 
the context of their application to other areas of the work of the clinical psychologist, this 
illustrates the concept of the psychologist as a scientist-practitioner. Some examples are 
the research linking Expressed Emotion (EE) in families as a strong predictor of relapse to 
schizophrenia, (Leff, Kuipers, Berkowitz, Eberstein-Fries & Sturgeon, 1982), research 
examining the effects of multiple hospitalisations on patients, (Holmes-Eber & Riger, 
1990), and the identification of the needs and levels of disability of clients in rehabilitation 
settings, (Cushion & Edwards, 1994).
Ambassadorial
The need to raise the profile of rehabilitation psychology as a credible and valuable . 
specialism is three-fold. Firstly, it is recognised that rehabilitation is one of the less - 
popular specialisms in psychology, consequently there is a shortage of psychologists. 
Secondly, there are concerns that in view of the shortage of psychologists in this area, 
rehabilitation team leaders may in the future fail to perceive psychologists as having a role 
with people with a long-term mental illness (e.g., Hughes & Budd, 1996). Thirdly, ‘in 
order to win friends and influence colleagues, the psychologist needs to convince them o f  
the merits o f particular methods \  (Carson, 1995).
Organisational/management
Work with individual clients and the planning of services operates within the context of 
the wider organisation and therefore cannot be seen as distinct from this. Ensuring the 
‘healthy’ functioning of the organisation (i.e., the rules and roles that govern the multi­
disciplinary team) is essential if effective care is to be provided for individual clients. A 
good illustration of this point is provided in a study by Attwood and Beck (1985), where 
the Organisational structure of psychiatric medication clinics was found to be highly related
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to medication compliance, with the most successful clinic retaining three times as many 
people in treatment. Significant factors for success were easy access to team members, a 
team approach and frequent to medication counselling. Given the recent changes in the 
provision of health services, there are many potential areas for rehabilitation psychologists 
to implement organisational level assessments and interventions. For example, the 
development of effective team models which underpin quality rehabilitation services, 
(Pilling, 1995), or preparing staff for changes in practice such as moving from long-stay 
institutions into the community, (Conning, 1991).
The skills which psychologists apply to individual clients can be applied to problems in the 
organisation, (Michie,1993). Perhaps the most important of these skills is persuading 
others to implement organisational changes (i.e., based on an understanding of the 
processes of change described in the social psychology literature). However, ‘ideals’ such 
as Corrigan’s (1995) psychologists as “champions” of rehabilitation, although attractive, 
are likely remain ideals until greater numbers of psychologists work in these settings.
Discussion
This essay has explored some of the multifaceted roles for psychologists in psychiatric 
rehabilitation. As the research reviewed above has illustrated they have a unique level of 
psychological knowledge which is grounded in scientific method, which can be applied to 
all aspects of psychiatric rehabilitation. However, given the shortage of psychologists who 
specialise in this field there is a growing cause for concern. If psychologists do not 
establish a role for themselves within the specialism at a national level they may well find 
that as psychiatric services increasingly focus on the long term mentally ill, they are 
excluded from services that have ‘got by’ without sufficient numbers of psychologists until 
now.
In maintaining a role for itself, the profession needs to address three major issues. Firstly, 
it needs to increase the numbers of psychologists working in psychiatric rehabilitation. In 
the USA, survey results suggested that psychologists have less interest in working with the
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severely mentally ill, (Smith, Schwebel, Dunn & Mvlver, 1993) and rate their training in 
this field as the lowest among mental health professional, (Smith et al., 1993). These 
findings are probably true of psychologists working in the UK. One reason for this may be 
that this field is still often seen as the domain of the medical profession making it 
unattractive to psychologists whose training often conflicts with medical models. 
However, as the majority of rehabilitation interventions can broadly be seen as 
psychological, there is plenty of scope for psychologists to develop a role and to work 
outside if the medical model. Clearly, clinical psychology training needs to target 
psychiatric rehabilitation as an area of growth. Some authors have argued that 
psychologists need to move away altogether from treatment in primary health care settings 
(i.e., people often referred to as ‘the worried well’) to the severely mentally ill who are 
considered ‘most in need’, (Goumay, 1995). Although this would certainly address the 
shortage of psychologists, it minimises the needs of people with chronic non psychotic 
problems (e.g., obsessive-compulsive disorder) and fails to acknowledge the preventative 
role of primary care in the treatment of ‘neurotic’ problems, which Johnstone (1995) 
suggests is where many psychiatric careers may otherwise start. Another possibility 
therefore might be to combine psychology services so that the role extends to both 
primary care and rehabilitation, this would extend the numbers of psychologists working 
with the long term mentally ill.
The second issue is that although there is clearly a role for psychologists in rehabilitation, 
they need to make this role known to clients and other professions if they are to be seen as 
needed. Ranger’s (1986) study suggested that most people are uncertain about the 
psychologist’s role in rehabilitation. Clearly they need to be more active in this area by 
clearly publicising their roles, and Smith, et aVs, (1993) paper is a good example this. 
Another way of promoting themselves might be achieved by psychologists developing 
‘model’ services where gains are maximised by initially targeting groups of clients who are 
at high risk but are easy to work with, (Birchwood, 1995). The message is “set your own 
agenda or somebody else will set this for you”, (Hughes & Budd, 1996).
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Thirdly, and perhaps most importantly, psychologists need to listen to, and advocate for, 
the users of their services. Users are the best resource on what works and what doesn’t 
and despite academic research into the efficacy of various approaches, the way these are 
delivered can be received as both infuriating and counterproductive by service users, 
(Chadwick, 1995). Furthermore, people with long term mental illnesses do not always 
turn to psychiatric teams when in crisis and psychologists working with the long term 
mentally ill have a responsibility to educate the ‘gatekeepers’ to their services (Parry, 
1992). Therefore psychologists need to develop links with staff in working in general 
medical settings, the police, and the public, if they are to maximise the chances of people 
with potentially long term mental health problems engaging in early rehabilitation 
interventions and minimise unnecessary suffering.
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Discuss the Efficacy of Cognitive-Behavioural Interventions for 
Post Traumatic Stress Disorder
" .. .  .Gas! Gas! Quick boys! - An ecstasy o f  fumbling,
Fitting the clumsy helmets ju st in time,
And someone still was yelling out and stumbling 
Andfloundering like a man in fire  or lime. - 
Dim through the misty panes and thick green light.
As under a green sea, I  saw him drowning.
In a ll my dreams, before my helpless sight,
He plunges a t me, guttering, choking, drowning.
I f  in some smothering dreams, you  too could pace  
Behind the wagon that we flung him in,
And watch the white eyes writhing in his face,
His hanging face, like a d evil’s  sick ofsin;
I f  you could hear, a t every jolt, the blood  
Come gargling from  the froth-corrupted lungs,
Obscene as cancer, bitter as the cud 
O f vile, incurable sores on innocent tongues, - 
My friend, you  would not tell with such high zest 
To children ardent fo r  some desperate glory,
The old Lie: Dulce et decorum est 
Pro patria mori"
Extract from: “Dulce Et Decorum E st”, by Wilfred Owen (1893-1918). In: “Up the line to death: Thewar p o e ts” (1914-1918).
Introduction
In the poem above, Wilfred Owen described how after witnessing the horrific death of a 
young soldier, he continued to relive the vivid images of it, both in ‘smothering’ dreams 
and intrusive images. The experience had made him question the honour and patriotism he 
had once believed in. His moving personal account is consistent with the symptoms such 
as sleep disturbance and intrusions of painful memories and that were frequently observed 
by psychologists and psychiatrists treating veterans of World Wars I and II who had been 
exposed to horrific war-related violence. These observations of the unique effects of 
trauma on human behaviour led to the modem study of Post Traumatic Stress Disorder 
(PTSD).
PTSD is a universal phenomena that has been reported across diverse cultures in relation 
to natural disasters, floods, earthquakes, man-made disasters and warfare, these studies 
are reviewed by de Silva, (1993). The emotional and physiological sequelae of a 
distressed reaction to trauma were first formally acknowledged as a psychiatric diagnosis
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in 1987 by the Diagnostic and Statistical Manual of Mental disorders (DSM) III-R 
(American Psychiatric Association; APA, 1987). However, this was criticised for only 
including individuals who had experienced a trauma “outside the range o f normal human 
experience” (e.g., Davidson & Foa, 1991), particularly in the light of findings that 
approximately 70% of individuals reported experiencing or witnessing at least one 
traumatic event during the course of their lives, (Breslau, Davis, Andreski & 
Peterson, 1991). In the view of these criticisms, diagnostic criteria for PTSD have been 
revised in the DSM-IV (APA, 1994), these are shown in appendix 1. These now include 
an operational definition of what constitutes a traumatic event (criterion A). This is 
defined as having both situational (e.g., experienced, witnessed or confronted with an 
event that involves actual or threatened physical harm to self or others), and perceptual 
qualities (e.g., the individual’s response to this must have been either intense fear, 
helplessness or horror). The three distinct classes of symptoms that characterise PTSD 
are: re-experiencing phenomena (criterion B), avoidance and emotional numbing (criterion 
C) and hyper-arousal disturbances (criterion D). Additionally, for a diagnosis of PTSD to 
be made, the duration of the disturbance must be at least one month (criterion E) and must 
cause clinically significant distress or impairment in the individual’s functioning (criterion 
F).
Recent epidemiological studies of PTSD in general populations suggest that it is one of 
the more common psychiatric disturbances (between 5 and 10% prevalence). These are 
likely to be conservative estimates because they were based on DSM III-R criteria. For 
example, a study by Regier, Boyd, Burke, et al, (1988) found a 9.2% lifetime prevalence 
of which suggested that it was more common than drug abuse and depression. Some 
studies have suggested that the incidence of PTSD is higher in women even though men 
are statistically more likely to be exposed to trauma. For example, Breslau et al, (1991) 
found 6% lifetime prevalence of PTSD in males and 11% among females.
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The risk factors for developing PTSD are not well researched to date. Sexual assault is 
associated with the highest risk of PTSD. Approximately 80% of people exposed to 
sexual assault met the criteria for PTSD compared to 20% of those exposed to other 
events, (Breslau et al., 1991). Being female appears to be a risk factor whatever the type 
of traumatic event (Andrews, Grino, Hunt, Lampe & Page, 1994). There is some 
suggestion that the more severe, long-lasting or repeated traumatic events and the earlier 
the trauma occurs developmentally, the greater the risk of pathology, (Green, 1993). The 
current view is that the development of PTSD relies on a complex interaction of: features 
of the trauma, such as the extent of interpersonal brutality, (e.g., Foy, 1992); aspects of 
the individual, such as the individuaPs pre-trauma personality, (e.g., Solomon, Gerrity & 
Muff, 1988) and other parameters that make up the individual’s identity such as race, 
social class, gender and ethnicity (e.g., McCann & Pearlmann, 1990); and, aspects of the 
individual’s environment such as the availability and quality of social supports, (e.g., 
Keane, Scott, Chavoya, et al, 1985).
There has been very little research which examines the natural course of PTSD. One 
study by Kessler et a l,(1993) which examined data from a national survey using a survival 
analysis suggested that a high proportion of people with PTSD do recover whether or not 
they receive treatment, although the speed of recovery was greater in those receiving 
treatment, 30% of people had recovered by 12 months. Two years after the onset of 
symptoms, there was still a 50% chance of an individual recovering without treatment. 
However, one third of individuals never recovered, even after many years and irrespective 
of treatment received.
Research has revealed a high rates of co-morbid psychiatric disorders in treatment seeking 
populations with PTSD (e.g., Weaver & Clum, 1993). Affective and other anxiety 
disorders and substance abuse have been found to be more frequent following PTSD, 
Kessler et al, (1993). It is worth noting that these findings may be an artefact of the way 
PTSD is classified, with much overlap with the symptoms of other disorders (e.g.,
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depression). However, the presence of co-morbid conditions may require additional 
treatment interventions and this raises questions about whether these should be carried out 
in serial or in parallel to treatments for PTSD symptoms (Litz & Roemer,1996).
The research reviewed above suggests that PTSD is one of the most common psychiatric 
disturbances, leading to significant psychological distress and impairment of functioning 
often combined with the onset of other co-morbid conditions. The most worrying 
suggestion is that a significant proportion of individuals never recover, leading to a 
lifetime of suffering and disablement. In recent years a diverse range of treatment 
approaches have been targeted at PTSD, such as pharmacotherapy, hypnosis, behavioural 
therapy, cognitive therapy, crisis intervention, psychodynamic psychotherapy and group 
therapy (e.g., family therapy) and self-help therapies. Each has made various claims of 
success. This essay will examine the efficacy of cognitive-behavioural interventions for 
PTSD, which some authors (e.g., Yule & Canterbury, 1994) have suggested, offer the 
greatest promise to-date.
Cognitive and behavioural models of PTSD
Behavioural conceptualisations of PTSD are based on Mowrer’s (1960) two factor model. 
PTSD is classically conditioned by a single conditioning event, (i.e., the trauma) and 
maintained by operant conditioning, where avoidance leads to a reduction in distress and 
prevents habituation to anxiety responses. Interventions for PTSD, based on behavioural 
theory, attempt to allow habituation of anxiety responses by re-exposing the individual to 
the anxiety producing stimuli. This exposure can be real or imaginal systematic 
desensitisation, (e.g., Wolpe,1958), or intensive flooding, (Marks, 1972). Foa and 
Rothbaum’s (1989) cognitive-behavioural model integrates the concept of the individual’s 
cognitive processing of the meaning of the trauma with conditioning theory. They argue 
that the individual’s perception of controllability and predictability are central to the 
development of the conditioned responses in PTSD. They suggest that these perceptions 
should be modified in therapy alongside exposure work.
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Cognitive models propose that PTSD arises when an individual’s basic assumptions that 
normally underlie their expectations, appraisals and behaviour are revealed as inaccurate 
by traumatic experiences. Attempts to re-formulate these beliefs lead to cognitive 
distortions, and PTSD (e.g., Janoff & Bullman, 1992; McCann & Pearlman, 1990). Foa, 
Rothbaum and Steketee,1989) suggest that emotional events are encoded into memory in 
the form of knowledge structures (schemata). Information arising from traumatic events 
may reinforce negative self-schemata or contrast sharply with existing self-schemata such 
that these cannot be adapted to enable processing of the traumatic event, therefore leading 
to conflict (e.g., belief in one’s personal strength can be replaced with an extreme sense of 
vulnerability) and PTSD (Foa et al, 1989). Horowitz (1986) suggests that the process of 
integration of trauma memories into existing cognitive structures is too aversive because 
of arousal associated with the trauma memories. Avoidance gives temporary relief but 
does not allow the trauma information held in short-term memory to be processed, leading 
to the frequent intrusions and symptoms of PTSD. Cognitive therapies for PTSD attempt 
to explore and challenge dysfunctional schemata and foster more realistic beliefs.
Efficacy studies
Rothbaum and Foa (1992) outline 5 criteria which must be fulfilled in a well designed 
outcome study to enable strong inferences to be made from it’s results. These are:
1. A diagnostically homogenous sample based on systematic inclusion and exclusion 
criteria for subjects (describing impairments, problems and symptoms) and 
identification of targets for change.
2. Random assignment to treatment and non-treatment conditions (minimally a no­
treatment waiting list). Ideally, a placebo control group.
3. Clear description of treatment to allow replication.
4. Reliable and valid measures of target problems (dependant variables). Assessment at 
pre-treatment, post-treatment and follow-up.
5. A logical relationship between the disorder, it’s conceptualisation, treatment and 
measurement of treatment efficacy.
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There is a growing body of literature on cognitive and behavioural interventions for 
PTSD. However, the majority of this consists of anecdotal case reports which have 
limited generalisability and considerable methodological weaknesses. Very few well- 
controlled studies which are consistent with the above criteria have been published to date. 
This essay will examine only those studies which have used systematically assessed 
inclusion using DSM III or DSM III-R (APA, 1980; 1987) criteria, formal measures of 
assessment (including follow-up), and randomised allocation to treatment and control or 
comparison group.
Four controlled studies suggest that flooding (imaginal and direct) can reduce PTSD 
symptoms at 3-6 months post-treatment. Participants in three studies were combat 
veterans: Keane, Fairbank, Caddekk and Zimmering,(1989) found that imaginal flooding 
had significantly reduced re-experiencing, anxiety and depression compared to a waiting- 
list control group at six months follow-up. Boudewyns, Hyer, Woods, et al.,(1990) 
reported that inpatient treatment involving direct exposure (flooding) positively affected 
adjustment compared to individual counselling at 3 months follow-up. Clinical 
improvement, regardless of treatment was associated with a reduction in physiological 
responses to traumatic imagery. Cooper and Clum (1989) found greater reductions in 
sleep disturbances and re-experiencing at 3 months follow-up after imaginal flooding 
compared to a waiting-list control group.
Finally, a study of rape victims (Foa, Rothbaum, Riggs & Murdock, 1991) found that 
prolonged imaginal exposure had greater efficacy at reducing PTSD symptoms at 3 Vi 
months post treatment compared to self-instructional training (SIT) and a waiting-list 
control.
These findings suggest that flooding is effective in reducing the re-experiencing symptoms 
of PTSD but not avoidance symptoms. However, this may be because none of the studies
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used in-vivo exposure, which Marks (1987) suggests is the most powerful technique in 
reducing avoidance in anxiety disordered individuals. The results from the Richards 
Lovell and Marks (1994) study described below lend some support to this hypothesis.
In contrast to the studies which suggest the efficacy of flooding techniques, Pitman 
Altman, Greenwald et al., ,(1991), found that flooding exacerbated depression, panic 
anxiety, alcohol consumption and negative appraisals in individuals with PTSD. However, 
this study did not employ a control group which limits the validity of its results. Studies 
with a more rigorous design are clearly needed to explore these findings further.
Impressive results from a study by Richards et al.,(1994) suggest that both imaginal 
desensitisation and in-vivo exposure can significantly reduce symptoms of PTSD, 
depression, fear, general health work and social adjustment at 12 months follow-up. This 
study compared randomly assigned civilian PTSD patients in imaginal and live 
desensitisation treatment conditions. Improvements in initial target behaviours were 60- 
85% on all measures at the end of treatment, with further improvement in most areas at 
follow-up. However, live desensitisation yielded greater improvements in phobic 
avoidance than imaginal desensitisation.
In contrast, a study by Solomon, Shalev, Spiro, et al., (1992) found that in-vivo exposure 
exacerbated PTSD following a month-long exposure to military cues for veterans of the 
Lebanon war. The treatment condition also included cognitive, behavioural and 
supportive interventions, and was conducted 4 years post-war. At 9 months follow-up, all 
participants in the treatment group scored worse than the control group and than their 
original scores for PTSD symptoms, general psychiatric symptomatology and social 
functioning. One reason for this deterioration may have been the length of time elapsed 
until treatment meaning that symptoms were more pervasive and resistant to change. 
However, because other interventions were combined with exposure, it is difficult to 
conclude that the exacerbation of symptoms was a direct result of the in-vivo exposure.
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Behavioural exposure techniques appear to be most successful with people who have 
experienced a single traumatic event rather than with people who have experienced 
prolonged traumatisation such as torture or repeated sexual abuse. Studies by Fairbank, 
Keane, et a/.,(1982), and Shalev, Orr and Pitman (1992), found that physiological 
responses to mental imagery of the trauma before and after behavioural exposure did not 
extend to other traumatic incidents associated with the same event. This finding clearly 
requires further investigation given that individuals with experiences of prolonged or 
repeated traumatisation appear to be more at risk from PTSD (see above).
Three controlled studies have examined the efficacy of cognitive techniques in people who 
have undergone rape or sexual assault. Each suggests that cognitive therapy can produce 
significant improvements in PTSD at 3-6 months follow-up. The study by Foa et 
al.,{ 1991) described above was the only study which randomly allocated participants to 
treatment conditions. The results of this study suggested that SIT was more effective than 
flooding in reducing PTSD symptoms immediately post treatment, although at 3 Vi months 
follow-up, flooding was found to be superior to SIT. One reason for this may have been 
that the participants did not continue to practice SIT techniques following treatment, 
however this was not investigated. The authors postulated that exposure treatments may 
have produced changes in trauma memories and facilitated cognitive and emotional 
processing thereby acting as a cognitive-behavioural intervention. Resick and Shenike 
(1992) found improvements in group cognitive processing therapy (education, exposure 
and cognitive components) compared to a waiting-list control on measures of depression 
and symptoms of PTSD. These were maintained at 6 months follow-up. Finally, Resick, 
Jordan, Girelli et al, (1988) found no differences between the effectiveness of SIT, 
assertion training and supportive psychotherapy. All three treatment conditions 
significantly reduced distress, avoidance, intrusion and improved self-expression and self- 
concept. These findings were maintained at 3 and 6 months follow-up.
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At face value, the results of the studies reviewed above lend support to the efficacy of 
behavioural and cognitive treatments for PTSD, suggesting these interventions lead to 
significant, but only partial improvements. However, the majority of studies compared 
treatment interventions to a waiting-list group and therefore did not control for non­
specific treatment effects which may have confounded their findings. There is some 
evidence to suggest that mere contact with a therapist can be sufficient to reduce anxiety 
and depression, although not PTSD symptoms, Foa et al, (1991),
Cross study comparisons were almost impossible because each study utilised a different 
methodology such as various combinations and lengths of therapy, different outcome 
measures and follow-up periods. Foa et a l’s (1991) study suggests that treatment 
outcome may vary according to the follow-up interval. Most of the flooding studies used 
men (e.g., veterans) as subjects, while the SIT studies used female survivors of sexual 
assault, therefore confounding gender. Different issues may be important as a result of 
different types of trauma, making comparisons between studies difficult. Furthermore, 
some studies used participants who had only recently experienced a trauma, while 
participants in other studies had experienced trauma further in the past. Therefore, natural 
recovery processes and the suggestion that recent trauma is more amenable to treatment 
(Schwartz, 1990), may have confounded the results of these studies. Finally, because 
PTSD is affected by individual, environmental and trauma variables, participants within 
treatment conditions will be a heterogeneous group. Therefore, individual differences 
within comparison samples (e.g., within Vietnam veterans) may have confounded the 
results of these studies.
Therapist variables are often neglected in the discussion of efficacy studies. Factors such 
as therapeutic alliance, (Saffian, McMain, Crocker & Murray, 1990) and therapist 
competence, (Shaw, 1984) may affect outcome. Therapist gender may also be important, 
(Foa et al, 1991). Therefore variations in therapist variables across and within studies may 
also confound results.
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Only 4 studies attempted to compare treatment interventions. The results of these studies 
suggest that flooding is more effective than individual counselling, (Boudewyns et 
al, 1990). In-vivo desensitisation was more effective than imaginal, (Solomon et 
al, 1992), and no differences were found between the effectiveness of counselling and 
SIT, (Resick et al, 1988). The study by Foa et al.,( 1991) offers the greatest support for 
the efficacy of both behavioural and cognitive interventions. Furthermore, these results 
suggested that SIT offered the greatest benefit to individuals immediately post­
intervention, while imaginal flooding seemed to foster greater long-term improvements. 
However, it is unclear from this study which components of interventions were responsible 
for these results and whether the flooding techniques per se or the fact that participants 
may have failed to continue with practising SIT techniques that suggests their greater 
long-term efficacy. However, the validity of the findings from comparison studies is 
uncertain because they may have been confounded by some of the factors mentioned 
above such as therapist variables, and participant heterogeneity. Further research which 
attempts to eliminate these confounding variable is clearly needed.
Future directions
Both cognitive and behavioural interventions show promise in the treatment of PTSD, 
particularly with individuals who have experienced a recent and single (rather than 
prolonged) traumatic event. However, a small body of research has raised questions as to 
whether some interventions may actually exacerbate symptoms of PTSD. The research to 
date is limited by methodological weaknesses and the majority of studies do not allow 
comparisons between the efficacy of different treatment approaches. Clearly, there is an 
urgent need for research which is methodologically sound and allows comparisons 
between treatment approaches. Without studying the efficacy and validity of specific 
treatment approaches, it is impossible to demonstrate the comparative outcome effects of 
different types of therapy and to be sure that any apparent effects are a result of the 
specific therapy administered.
Adult Mental Health Essay 35
Studies must employ placebo control groups (e.g., contact with a therapist for the same 
amount of time as the intervention group) to examine non-specific effects of treatment. 
Although the ethics of this methodology may be of concern to therapists, Kilpatric and 
Calhoun (1988) argue that it is not unethical to withhold a treatment that has not been 
demonstrated to be efficacious. In fact, it could be argued that it is more unethical to 
deliver treatments that have not been demonstrated as efficacious than to withhold them 
(for a limited period) for the purposes of research which attempts to identify the best 
treatments. Where a treatment intervention involves a package of techniques (e.g., SIT) 
the efficacy of each of these needs to be tested separately in order to determine which 
components are “active” and responsible for which therapeutic changes. Future research 
needs to establish treatments of choice for the different symptoms of PTSD, for example, 
which treatment is most effective for the re-experiencing symptoms and which for 
avoidance. Rather than matching samples of individuals because they have all experienced 
a similar type of trauma, it may be more helpful to match individuals on the nature and 
intensity of their symptoms.
Clearly, studies need to measure outcome at longer follow-up intervals, no research to- 
date has examined whether changes are maintained past 12 months. Additionally, there 
needs to be longer-term study of the natural course of PTSD in order to determine 
whether changes as a result of therapy are greater than chance alone. More research is 
needed to examine why certain traumas lead to an increased rate of PTSD. This will 
enrich our understanding of the important variables about individuals, environments and 
traumas that need to be addressed during treatment.
Future research must consider therapist variables. Measurement of therapist competence 
and measures of engagement should be separated from outcome because some participants 
may have a poor outcome simply as a result of poor therapy, whilst others may simply not 
respond to good quality therapy.
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The main limitation of psychotherapy research apart from the methodological weaknesses 
discussed above is that the very features which make results from controlled outcome 
studies scientifically convincing (e.g., randomisation, homogeneity, treatment integrity) 
limit their applicability to the clinic, (Parry, 1992), Future research needs to translate into 
clinical practice by developing clinically relevant research methods (e.g., Newman & 
Howard, 1991) alongside controlled outcome research, such as intensive process analysis, 
(e.g., Horowitz & Stinson, 1991) and single case methodologies (e.g. Wilson, 1995).
A final consideration in evaluating the efficacy of cognitive-behavioural interventions for 
PTSD is the delivery of services providing these interventions. Because PTSD is 
commonly associated with major disasters, many therapists do not expect to find PTSD 
presenting in average psychiatric populations, (Scott & Stradling,1992). However, 
epidemiological studies reveal that it is one of the more common psychiatric disorders and 
therapists need to be trained in recognising and treating PTSD, if effective interventions 
are to be delivered to those individuals who need them. Early intervention may be 
particularly important in the effective treatment of PTSD and services in the future need to 
recognise and address this issue.
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Appendix 1
Diagnostic criteria for post-traumatic stress disorder according to DSM IV (APA,
1994)
A. The person has been exposed to a traumatic event in which both of the following were 
present:
(1) the person experienced, witnessed, or was confronted with an event or events that 
involved actual or threatened death or serious injury, or a threat to the physical 
integrity of self or others.
(2) the person’s response involved intense fear, helplessness or horror.
B. The traumatic event is persistently re-experienced in one (or more) of the following 
ways:
(1) recurrent and intrusive recollection of the event, including images, thoughts, or 
perceptions
(2) recurrent distressing dreams of the event
(3) acting or feeling as if the traumatic event were recurring (includes a sense of reliving 
the experience, illusions, hallucinations, and dissociative flashback episodes, including 
those that occur on awakening or when intoxicated)
(4) intense psychological distress at exposure to internal or external cues that symbolise or 
resemble an aspect of the traumatic event
(5) physiological reactivity on exposure to internal or external cues that symbolise or 
resemble and aspect of the traumatic event
C. Persistent avoidance of stimuli associated with the trauma and numbing of general 
responsiveness (not present before the trauma), as indicated by three (or more) of the 
following:
(1) efforts to avoid thoughts, feelings or conversations associated with the trauma
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(2) efforts to avoid activities, places or people that arose recollections of the trauma
(3) inability to recall an important aspect of the trauma
(4) markedly diminished interest or participation in significant activities
(5) feeling of detachment or estrangement from others
(6) restricted range of affect (e.g., unable to have loving feelings)
(7) sense of a foreshortened future (e.g., does not expect to have a career, marriage, 
children or a normal life-span)
D. Persistent symptoms of increased arousal (not present before the trauma) as indicated 
by two or more of the following:
(1) difficulty falling or staying asleep
(2) irritability or outbursts of anger
(3) difficulty concentrating
(4) hypervigilance
(5) exaggerated startle response
E. Duration of the disturbance (symptoms in criteria B, C, and D) is more than a month
F. The disturbance causes clinically significant distress or impairment in social, 
occupational or other important areas of functioning.
45
“Consider the Utility of the 
Diagnostic Classification of 
Attention Deficit Disorder”
Children, Adolescents and Families Essay
January 1998 
Year 2
Children, Adolescents and Families Essay 46
Consider the Utility of the Diagnostic Classification of Attention 
Deficit Disorder
“There have always been hyperactive children, impulsive and inattentive. Some are just 
badly behaved ones at the back o f the class, the hopeless cases. Others are so 
aggressively disruptive that they can destroy families. But their behaviour is not, it 
seems, inevitable. They are suffering from a medical condition that has now been given a 
name - Attention Deficit Hyperactivity Disorder (AD-HD). ” Serena Allott, Telegraph
Magazine (1997)
Introduction
In a cultural context which seems increasingly preoccupied with the bad behaviour of 
children, media interest in the notion of “attention deficit disorder” has grown. Many 
articles have been published by the popular press, such as the one cited above. These tend 
to give the reader the impression that attention deficit disorder is a unitary, proven, and 
treatable, medical condition, which is currently under-diagnosed. Whilst this information 
undoubtedly brings relief to the distress of many parents seeking to explain their children’s 
“difficult” behaviour, it is revealed as somewhat inaccurate when the growing body of 
research literature in the field is examined. Given this discrepancy in public and 
professional knowledge it will be of central importance for clinical psychologists working 
with children and families where an attention deficit disorder is suggested, to have a 
thorough understanding of literature to date. Therefore, this essay will attempt to evaluate 
the conceptual and scientific basis of attention deficit disorder as a diagnostic category.
A search of the literature reveals that the study of children, who are described as 
inattentive, impulsive and overactive compared to other children (at the same 
developmental age) began in the early 1900’s when Still (1902) reported problems in 
“moral control”, primarily in boys who did not display intellectual difficulties. He
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proposed that these were a result of inherited or constitutional factors. However, 
following an epidemic of influenza and encephalitis during the First World War, 
researchers suggested that these manifestations were due to “known brain insult” (Strauss 
& Lehtinen, 1947). These claims were later found to be unsubstantiated and the
diagnostic label was reformulated to the broader category of “minimal brain dysfunction” 
(e.g., Clements, 1966).
Because claims of “minimal brain dysfunction” remained largely unproven, the diagnostic 
labels were revised yet again to describe narrower behavioural syndromes of 
“hyperkinetic” or “hyperactive” behaviour. In 1968 “hyperkinetic reaction in childhood” 
appeared in the second edition of the Diagnostic and Statistical Manual o f Mental 
Disorders, or DSMII (American Psychiatric Association; APA). The ninth edition of the 
International Classification o f Diseases system, or ICD-9, (World Health Organisation, 
1978) which is more commonly used in Britain, also identified the diagnostic category of 
“hyperkinetic disorder”, a narrower diagnostic category than DSM II, defined by 
“extreme” overactivity and inability to attend, requiring all other disorders to be absent for 
a diagnosis to be made. At this time both systems focused on overactive behaviour as a 
core problem.
However, a shift in thinking came about when the results of a study by Douglas (1983) 
suggested that the difficulties in sustained attention, impulse control and arousal 
modulation were central to the problems of hyperactive children rather than overactivity 
per se. This led to the birth of “attention deficit disorder” in DSM III (APA, 1980) which 
described developmental extremes of inattention and impulsivity, but with a new premise 
that they could occur either with or without hyperactivity. In the later, DSM III-R (APA, 
1987), the category was altered to “attention deficit hyperactivity disorder” (ADHD), 
returning to a single dimension of symptoms, like the DSM II definition. This change led 
to considerable criticism because factor analytic research consistently suggested that the 
symptoms which underlie attention deficit hyperactivity disorder do not form two separate
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dimensions, one consisting of symptoms of inattention, and a second consisting of 
symptoms of excessive motor activity and impulsivity (see Lahey, Pelham, Schaughency, 
et al, 1988 for a review). Consequently, the latest DSM IV (APA, 1994), includes these 
two symptom patterns as subtypes of ADHD, plus a third combined subtype (see appendix 
1).
The ICD-10 (World Health Organisation, 1990) utilises more explicit diagnostic criteria 
and less extreme exclusionary criteria than ICD-9 for a diagnosis of hyperkinetic disorder 
(see appendix 2), but requires severe symptoms of both pervasive inattentiveness and 
hyperactivity to be present for a diagnosis.
Research into the prevalence of attention deficit disorders suggests that they are more 
frequent in boys, decrease with age and occur across cultures, although rates vary slightly 
across countries (O’Leary, Vivian & Nisi, 1985) and socio-economic groups (Taylor & 
Sandberg, 1984). Unfortunately, these prevalence studies reflect the stringency and 
operationalisation of the diagnostic criteria for attention deficit disorder (Hinshaw, 1994), 
and the representativeness of the population being sampled (Szatmari, Offord & Boyle, 
1989). In Britain, where the more stringent ICD criteria have been applied, prevalence 
estimates are approximately 1.5% in seven year old inner city boys and around 0.5 to 1% 
of the child population (Taylor, Sandberg, Thorley & Giles, 1991; Taylor & Hemsley, 
1995). In America and Canada, where the broader DSM III criteria were used, prevalence 
estimates range from 2% to 10% (Costello, 1989; Szatmari et al., 1989). However, it is 
expected that these figures will be slightly lower when the more stringent DSM IV criteria 
are applied (McBumett, Lahey & Pfifiner, 1993).
The above discussion highlights the heterogeneity of the notion of attention deficit 
disorder. Whilst the terminology is widely used, it is a changing and evolving concept 
(British Psychological Society; BPS, 1996). The current editions of DSM and ICD clearly 
describe similar behaviours that are required for a diagnosis, although the DSM-IV
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identifies up a more heterogeneous group of children, than the more stringent ICD-10 
criteria for hyperkinetic disorder. Because of the limited scope of this essay, the utility of 
the broader DSM IV diagnostic category of ADHD will be the focus of enquiry, because it 
applies to a wider group of clinical presentations (attention deficit hyperactive disorder 
predominantly inattentive type, or predominantly hyperactive-impulsive type) as well as 
covering the smaller proportion of children who reach the criteria for diagnosis of 
hyperkinetic disorder (attention deficit/hyperactivity disorder, combined type).
Theoretical basis of ADHD
A variety of psychological and neurological explanations for the symptoms of ADHD have 
been proposed. (Because of the limited score of this essay, these are discussed in detail, 
along with criticisms, in detail in appendix 3). In summary, it appears that neurological 
theories can only account for a small proportion of children considered to have ADHD. 
Genetic theories are confounded by a lack of consideration of environmental factors. 
Psychological mechanisms do not fare much better although theories of motivational or 
self regulation deficits offer some promise, but both require further investigation. In 
addition, almost all the research suffers from considerable methodological problems which 
may confound or limit the generalisability of findings (see appendix 3). Therefore, no 
single explanation has been found to account for the range of problems experienced by the 
range of children diagnosed with ADHD.
This raises questions about the validity of ADHD as a unitary theoretical construct 
(Whallen & Henker, 1996). One possibility is that because of it’s heterogeneity, different 
causal factors may apply to the different sub-groups of children with ADHD (Hinshaw,
1994). Alternative explanations for the disorder based on diathesis-stress models, which 
conceptualise behaviour in terms of both underlying diatheses (predisposing factors), and 
stressors (precipitating factors) may offer researchers more promising accounts of ADHD 
(Hinshaw, 1994).
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The utility of the diagnosis of ADHD
According to Quay (1986) “The degree to which a classification system will permit 
accurate and useful statements to be made about those to whom it is applied is a function 
o f the extent to which the system satisfies the criteria by which any system for the 
classification o f behaviour must be evaluated'. He describes these criteria as follows:
1. Definition - the characteristics that define the category or continuum must be clearly 
described and operationally defined.
2. Characteristics - It should be demonstrable that the pattern exists as a cluster of co- 
varying characteristics, observable with regularity in one or more situations by one or 
more methods of observation.
3. Reliability - The assignment of an individual to a discrete category or to a place on a 
continuous dimension must be consistent. This should occur between various 
measures of the disorder, between diagnosticians and over reasonable time intervals.
4. Validity - Patterns of behaviour at the very least should be discriminable from one 
another and should demonstrate coherent relationships with variables other than those 
initially used to define them.
Therefore these criteria will be used as the framework for examining the utility of the 
diagnostic classification of ADHD:
1. Definition
The DSM IV describes the characteristics, and specific inclusion/exclusion criteria of the 
different sub-types of ADHD more comprehensively than previous editions (see appendix 
1). However, it has been criticised for a lack of operational criteria for specific 
measurement strategies and cut-off scores for identifying diagnostic groups (Kazdin,
1995). The use of ambiguous terms such as “often”, “some” and “clinically significant” 
may be interpreted differently across researchers and clinicians attempting to establish a 
diagnosis of ADHD. This may lead to inconsistent identification of samples for clinical
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research, making it difficult to compare results across studies (Kazdin, 1995) and threatens 
the reliability and validity of research findings.
2. Characteristics
Factor and cluster analytic research has attempted to establish the existence of the separate 
clusters of symptoms which constitute the sub-types of ADHD in DSM IV. The results of 
these studies appear to support the existence of the three sub-types of ADHD and are 
consistent with those from an epidemiological cluster-analytic study of Puerto-Rican 
children (Bauermeister, Alegra, Bird et al, 1992).
Lahey, Applegate, McBumett, et al, (1994) found that the two major dimensions of 
symptoms (hyperactivity-impulsiveness and inattention) were associated with different 
types of impairment and differed in their relationship to clinician’s validation diagnosis. 
The three sub-types of ADHD (predominantly inattentive, predominantly hyperactive- 
impulsive, and combined types) were also found to differ in terms of age and sex ratio, but 
not ethnicity. In comparison the DSM III-R, the DSM IV was more reliable, more 
consistent with clinician’s judgement, more accurate in identifying impairment and 
identified more girls and pre-school children. Frick, Lahey, Applegate, et al, (1994) found 
that the individual symptoms of the dimension of inattention were all highly predictive of 
meeting a threshold for diagnosis. Similar results were obtained for the symptoms of the 
dimension of hyperactivity/impulsivity. Little variation was found across age and gender 
on either dimension which suggested that the diagnostic criteria are applicable across age 
and gender.
However, there were a number of methodological problems with these studies. Firstly, the 
DSM IV criteria for age of onset, and pervasiveness across situations, were not used in 
the Lahey et al, (1994) study, this may have confounded results. Secondly, participants 
were drawn from a clinic population, which may be subject to referral biases (Woodward, 
Dowdney & Taylor, 1997). Thirdly, a major criticism of the factor analytic technique in 
general is that the factors which emerge may represent dimensions of behaviour, not types
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of individual (see Peterson, 1961). Fourthly, although a high level of agreement was 
obtained between structured clinical interviews and clinical judgement, the methods of 
data collection and the settings in which the data were collected may have biased the 
results. Finally, the generalisability of findings are limited because of the relatively small 
numbers of pre-school age children in the sample, the high ratio of boys to girls, and the 
use of a clinic referred population.
3. Reliability
Research into childhood problems such as ADHD relies on the quality of the assessment 
tools used to identify the population under study. According to Verhulst (1995), 
assessment must be: standardised, to allow comparisons; normed, to allow tests of 
generalisability; and involve multiple informants, to collect representative data across 
situations and conditions. Unfortunately, no single tool exists which fulfils all of these 
requirements. Therefore a variety of methods (e.g., rating scales; interviews; behavioural 
observations; psychometric tests and laboratory measures) are used. While each of these 
measures have some inherent difficulties (see appendix 4), each appears to have reasonable 
test-retest reliability (with the exception of unstructured interviews), see Achenbach, 
McConnaughty and Howell, (1987). Furthermore, inter-diagnostician agreement for DSM 
IV is also reported to be reasonable (see Hinshaw, 1994). However, cross-informant 
consistency is consistently found to be poor. The diverse measures of child behaviour 
(e.g., parent, teacher, self-report ratings, and direct observations) show little or no 
agreement (see Achenbach et al., 1987; Kazdin, 1995). Certain factors may contribute to 
this discrepancy, for example, greater parent stress and dysfunction are associated with 
reporting a child as more deviant (Kazdin, 1995), whereas children are likely to under­
report their difficulties (Loeber, 1992).
4. Validity
Given the difficulties in ascertaining reliability across sources of assessment information 
(outlined above), the optimal means of examining a disorder’s validity is to observe it’s 
divergence from other disorders on the basis of external factors, Hinshaw (1994).
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Therefore, for the divergent validity of the sub-types of ADHD to be established they must 
be shown to differ from each other, and from other disorders on a number of key criteria 
such as family history, course, treatment response and concurrent correlates:
Course
A few well-conducted prospective longitudinal studies of the course of ADHD have been 
conducted (see Klein & Mannuza, 1991 for a review). Results suggest ADHD often 
persists into adulthood with the prevalence of motoric hyperactivity decreasing when 
children reach adolescence. Attentional difficulties, underachievement and peer 
relationship problems persist into adulthood.
Children with ADHD are more likely to be described retrospectively as infants who were 
difficult to settle, colicky, and delayed in developmental milestones, (Loeber, Lahey & 
Thomas, 1991). Of course, these recollections may be biased by the parent’s knowledge 
of having a child with ADHD and should be treated with caution. In childhood, academic 
achievement is likely to be affected, with underachievement equally prevalent among the 
sub-types of ADHD. There is evidence that ADHD children are not as well liked as other 
children in their class and that those with the highest rates of aggression (i.e., with 
hyperactive/impulsive symptoms) are most disliked (Meyer & Zentall, 1995).
In adolescence, about 40% of children are estimated to continue to exhibit symptoms of 
ADHD (Manuzza, Klein, Bonagura, et al, 1991). Adolescents with the combined type 
ADHD have the most serious conduct problems (West, McElroy, Strakowski & Keck,
1995), although anxiety may mitigate against this (Raine, Venables & Williams, 1995). 
Academic under-achievement is less clearly associated with ADHD in adolescence, 
although poorer academic outcomes are associated with co-occurring conduct problems 
(Hinshaw, 1992a).
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Prevalence estimates for ADHD in adulthood are around 0.3% (Schaffer, 1994), however, 
this figure may be an under-estimate because DSM IV criteria are difficult to extrapolate 
to adult activities, and a history of symptoms before the age of 7 may be difficult to 
establish (BPS, 1996). An important finding however is that adults who have been 
diagnosed as having ADHD in childhood are more likely to complete less formal schooling 
and have lower occupational rankings (Manuzza et al, 1993).
Therefore, different signs and behaviours appear to emerge at different developmental 
stages and cluster according to the extent to which ADHD symptoms are skewed to the 
“predominantly inattentive” or “predominantly hyperactive-impulsive” typology, (BPS,
1996). This lends support to the discriminant validity of ADHD.
Concurrent correlates/co-morbidity
Clinical studies from the USA suggest that ADHD has high rates of co-morbidity with 
conduct disorder and oppositional defiant disorder (30-50%), mood disorder (15-75%) 
and anxiety disorders (25%), (Hinshaw, 1994). Millberger, Biederman, Farone, et 
«/.,(1995) examined co-morbidity in children, adolescents and adults, they found that a 
diagnosis of ADHD was not an artefact of symptoms shared with other psychiatric 
disorders and that co-morbid conditions are not an artefact of overlapping ADHD 
symptoms. However, these findings should be interpreted with caution because results 
may have been subject to recall bias in the adult group, and generalisability may be poor 
because of the use of a clinical sample. Furthermore, because DSM II-R criteria were 
used, the study did not differentiate between the two sub-types of ADHD which may have 
differential discriminant validity.
Impulsivity/hyperactivity is moderately correlated with aggressive and/or anti-social 
behaviour and children with these symptoms are more likely to receive a diagnosis of co- 
morbid CD or ODD.(Hinshaw, 1987). Estimates of the co-morbidity of formally 
diagnosed learning disability with ADHD range from 10-30% (Hinshaw, 1992b), and are
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higher in the predominantly inattentive group (Hynd, Hem, Voeller & Marshall, 1991). 
The predominantly inattentive type of ADHD appears to be associated with a greater 
likelihood of co-morbid anxiety disorders (Hinshaw, 1994). Therefore despite several 
criticisms, the results above appear to support the discriminant validity of ADHD.
Family history
There is some evidence to suggest that children with predominantly hyperactive/impulsive 
symptoms are associated with the presence of parental externalising disorders, and, 
children with predominantly inattentive symptoms are associated with the presence of 
parental internalising disorders (Barkley, Fischer, Edelbrock & Smallish, 1990). 
Biederman, Chen, Millberger, et al., (1995) conclude that boys from anti-social families 
are at greater risk of ADHD than girls. Girls with ADHD are more likely to have a parent 
with an anxiety disorder (Russo & Beidel, 1994). Furthermore, families of children 
considered to have ADHD have been found to have higher levels of marital discord, stress 
and feelings of parental incompetence (Hinshaw, 1994). These findings lend support to 
the discriminant validity of ADHD.
However, a major problem with these studies is that they do not separate cause and effect, 
for example, these problems may be a result of having a child with problematic behaviours 
or the result of some other causal factor. Nevertheless, these factors are important 
because they may predict the maintenance and course of ADHD (Campbell, March, 
Pierce, et al., 1991) and may be a focus for intervention strategies.
Treatment response
Fiore, Becker and Nero (1993) have reviewed the non-pharmacological treatment of 
children with ADHD. They conclude that the evidence for the efficacy of these treatments 
is contradictory. Studies of positive or token reinforcement suggest that academic 
performance and “time on task” were improved, particularly when combined with 
medication. Mildly aversive procedures appeared to be effective with primary school
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children, particularly if combined with positive reinforcement. The few studies of parent 
and family training suggested improvements in activity level, conflict reduction, “on task 
behaviour”, quality of parent-child interaction and parental stress. Cognitive-behavioural 
strategies showed some positive results from single-case studies (e.g., Frazer, Belzner & 
Conte, 1992). The evidence for the efficacy of school-based interventions was mixed 
Burcham, Carlson and Milich, (1993), although organisational factors (staff development 
and support, and co-ordinated intervention) were important in effective intervention 
programmes.
The effectiveness of stimulant medication is also a controversial area. The focus of this 
has mainly been on short-term, rather than long-term effects. There is considerable 
evidence to support the short-term effectiveness of stimulant medication (see Hinshaw, 
1994), although is not regarded as sufficient on it’s own, it may enable children to engage 
in behavioural interventions. There is also evidence that stimulant medication is 
detrimental to a sizeable sub-group of children (Rapport, Denney, DuPaul and Gardner, 
1994), leading to symptoms such as withdrawal, mood problems, growth problems and 
irritability (Klein & Bessler, 1992).
Therefore, the findings of intervention studies offer only limited support for the 
discriminant validity of ADHD and are weakened by a number of methodological 
problems. Firstly, the majority of studies were not conducted in naturalistic settings and 
therefore lack generalisability. Secondly, different diagnostic criteria and operational 
definitions have been applied across studies which may confound results and limit 
comparability. Thirdly, studies often do not discriminate between the two sub-types of 
ADHD, which may confound results. Fourthly, samples have consisted mainly of 7 to 11 
year old boys and may therefore lack generalisability to girls and other age groups. Fifth, 
the majority of studies were conducted in the USA and therefore may not be generalisable 
to the UK because of cultural and contextual differences (BPS, 1996).
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Other issues
There are concerns that measures of ADHD may discriminate against ethnic minority 
groups (BPS, 1996). There is some evidence to suggest that over-diagnosis may arise 
from biases in subjective judgements of teachers (Sonuga-Barke, Minocha, Taylor & 
Sandberg, 1993). Furthermore, many commonly used rating scales for ADHD do not 
provide information about the proportion of ethnic minorities in their normative data. This 
raises questions about the reliability and validity of the assessment of ADHD in ethnic 
minority populations and clearly requires further investigation.
Some authors have questioned whether classification systems are useful at all (e.g., 
Sturmey, 1996). Classification systems, such as the DSM IV represent a structuralist 
approach which emphasises the form of the problem rather then the individual functions 
which the behaviour might serve for the individual. This approach has been successful in 
acute physical medicine where understanding the structure of a problem often implies it’s 
causes and treatment. However, with complex psychiatric and behavioural disorders such 
as ADHD, where single causes, prognosis and treatments have not been clearly identified, 
this model may offer nothing more than a description of symptoms which provides a 
starting point for further assessment. A diagnosis is only required for medical treatment to 
be undertaken and UK educational legislation does not require categories of disability for 
the provision of special educational needs (see BPS, 1996). Functionalist approaches may 
be considerably more useful to children considered to have ADHD in terms of 
understanding causes and successful interventions. These are not concerned with 
diagnosis, instead they place importance on understanding the multiple causes of 
behaviour and their interaction with environmental factors which will determine 
subsequent treatment. They therefore have the advantage of being both individualised and 
treatment focused.
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Conclusions
On balance, the evidence to support the existence of ADHD as a valid syndrome is 
inconclusive. There is some evidence to support the co-occurrence of the cluster of 
symptoms which constitute a diagnosis ADHD, and there is some evidence that individuals 
considered to have ADHD differ qualitatively from those who do not display extreme 
features of the disorder, in terms of family history, course, and co-morbidity. However, it 
is apparent that the theoretical basis for ADHD is extremely unclear, and no single causal 
mechanism is able to account for the symptoms considered to comprise the disorder. 
Furthermore, the assessment of ADHD is hampered by problems of poor levels of cross­
informant consistency and the findings of almost all the research studies to-date are 
weakened by considerable methodological problems.
Nonetheless, the adoption of a disease model of ADHD may help children and their 
families to conceptualise their difficulties in a way that aids intervention (Taylor, personal 
communication). It has the advantages of providing a consistent nomenclature for 
clinicians and researchers, providing information and research into symptoms, prognosis 
and treatment. It also stimulates much needed research which develops theory 
formulation.
However, these potential advantages should be weighed against the potential 
disadvantages of such a model: Firstly, there is a lack of evidence the ADHD is the result 
of a specific psychological dysfunction. Secondly, descriptions of disability do not take 
account of an individual’s interaction with their environment which may define, cause, or 
exacerbate problems (BPS, 1996). Therefore a focus on diagnosis may unduly place 
responsibility for problems on the “child with ADHD”, when environmental problems are 
at least partly to blame for the child’s problems. This may limit potentially helpful 
environmental approaches to intervention. Thirdly, labelling a child may also have 
negative consequences for them amongst peers and lead to stigmatisation.
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This essay has highlighted the controversy surrounding the continued use of diagnostic 
categories for complex psychiatric and behavioural problems such as ADHD. The debate 
is likely to continue into the future. Clearly many of the questions raised above can only 
be answered by better-designed further research. More specifically, there is a need for 
consistent operationalised definitions and assessment methods of ADHD across studies. 
The hypotheses generated in clinic studies need to be tested in more naturalistic settings 
and across non-clinical populations. Bigger and more representative samples of children 
should be included in research. More longitudinal studies are needed to examine the 
course of ADHD. Finally, the identification of interactions between causal variables and 
the role of environmental factors may shed new light on our understanding of ADHD.
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Appendix 1
Attention Deficit Hyperactivity Disorder - DSM IV Criteria (American Psychiatric 
Association, 1994)
A. Either (1) or (2)
(1) Six (or more) of the following symptoms of inattention have persisted for at least six 
months to a degree that is maladaptive and inconsistent with developmental level:
INNATENTION
a. Often fails to give close attention to details or makes careless mistakes in school work, 
work, or other activities.
b. Often has difficulty sustaining attention in tasks or play activities.
c. Often does not seem to listen when spoken to directly.
d. Often does not follow through on instructions and fails to finish schoolwork, chores, 
or duties in the workplace (not due to oppositional behaviour or failure to understand 
instructions).
e. Often has difficulty organising tasks and activities.
f. Often avoids, dislikes or is reluctant to engage in tasks that require sustained mental 
effort (such as school work or home work).
g. Often loses things necessary for tasks and activities (e.g., toys, school assignments, 
pencils, books or tools).
h. Is often easily distracted by extraneous stimuli.
i. Is often forgetful in daily activities.
(2) Six (or more) of the following symptoms of hyperactivity-impulsiveness have persisted 
for at least six months to a degree that is maladaptive and inconsistent with 
developmental level:
HYPERACTIVITY
a. Often fidgets with hands or feet, or squirms in seat.
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b. Often leaves seat in classroom or in other situations in which remaining seated is 
expected.
c. Often runs about or climbs excessively in situations in which it is inappropriate. (In 
adolescent or adulthood may be limited to subjective feelings of restlessness).
d. Often has difficulty in playing or engaging in leisure activities quietly.
e. Is often “on the go” or often acts as if “driven by a motor”.
f. Often talks excessively.
IMPULSIVENESS
g. Often blurts out answers before questions have been completed.
h. Often has difficulty awaiting turn.
i. Often interrupts or intrudes on others (e.g., butts into conversations or games).
B. Some hyperactive-impulsiveness or inattentive symptoms that caused impairment were 
present before the age of seven years.
C. Some impairment is present in two or more settings.
D. There must be clinically significant impairment in social, academic, or occupational 
functioning.
E. The symptoms do not occur exclusively during the course of a pervasive development 
disorder, schizophrenia or other psychotic disorder, and are not better accounted for 
by another mental disorder.
Types of attention deficit hyperactivity disorder:
• Attention deficit/hyperactivity disorder, combined type: if both criteria A1 and A2 are 
met for the past six months
• Attention deficit/hyperactivity disorder, predominantly inattentive type: if criterion A1 
is met but criterion A2 is not met for the past 6 months
• Attention deficit/hyperactivity disorder, predominantly hyperactive-impulsive type: if 
criterion A2 is met but criterion A1 is not met for the past 6 months
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• Attention deficit/hyperactivity disorder not otherwise specified: for disorders with 
prominent symptoms of inattention or hyperactivity-impulsivity that do not meet the 
criteria for attention deficit/hyperactivity disorder.
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Appendix 2
Hyperkinetic disorder - International Classification of Diseases (World Health 
Organisation, 1990)
A. Demonstrates abnormality of attention and activity at home, for the age and 
developmental level of the child, as evidenced by at least three of the following 
attention problems:
a. Short duration to spontaneous activity.
b. Often leaving play activities unfinished.
c. Over-frequent changes between activities.
d. Undue lack of persistence at tasks set by adults.
e. Unduly high distractibility during study.
And by at least two of the following activity problems:
f. Continuous motor restlessness.
g. Markedly excessive fidgeting or wriggling during spontaneous activities.
h. Markedly excessive activity in situations requiring relative stillness.
i. Difficulty in remaining seated when required.
B. Demonstrates abnormality of attention and activity at school or nursery, for the age 
and developmental level of the child, as evidenced by at least two of the following 
attention problems:
a. Undue lack of persistence at tasks.
b. Unduly high distractibility, i.e., often orienting towards extrinsic stimuli.
c. Over-frequent changes between activities when choice is allowed.
d. Excessively short duration of play activities.
And by at least two of the following activity problems:
e. Continuous and excessive motor restlessness in school
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f. Markedly excessive fidgeting and wriggling in structured situations.
g. Excessive levels of off-task activity.
h. Unduly often out of seat when required to be sitting.
C. Directly observed abnormalities of attention or activity. This must be excessive for the 
child’s age and developmental level. The evidence may be any of the following:
a. Direct observation of the criteria in A or B above.
b. Observation of abnormal levels of motor activity, or off-task behaviour, or lack of 
persistence in activities, in a setting outside home or school.
c. Significant impairment of performance on psychometric test of attention.
D. Does not meet criteria for pervasive development disorder, mania, depressive or 
anxiety disorder.
E. Onset before the age of 6 years.
F. Duration of least 6 months.
G. IQ of above 50.
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Appendix 3
The theoretical basis of ADHD and criticisms of research 
Psychological theories
1. ‘Attention deficit’
The notion that the behavioural manifestations observed in children with ADHD are a 
result of dysfunctions in attentional process, arose from Douglas’ (1972) findings that 
hyperactive children performed poorly on psychological tests of attention. Attentional 
processes are believed to be mediated by the “attentional filter” which is conceptualised as 
a finite and adaptive resource, influenced by cognitive, emotional and environmental 
factors (Baddley & Weiskrantz, 1993; Driver, 1996). Unfortunately, there is little 
evidence to support the attention deficit hypothesis: In dual task studies, children with a 
diagnosis of ADHD do not differ in their levels of available attentional resource (Sergeant 
& Scholten, 1985). In a review of the literature, Van der Meere (1996) concluded that 
there is little evidence to implicate dysfunction in the attentional filter because findings do 
not suggest that the children have deficits in: Orientation or re-orientation to stimuli; 
information uptake from an attended stimulus; focusing attention in either the auditory or 
visual modalities; or, staying on task despite the presence of extrinsic distraction.
2. Impulsivity
Several researchers have suggested that ADHD may result from difficulties in impulse 
control (e.g., Halperin, Matier, Bedi, et al., 1992). However, like attention, the construct 
of impulsivity is believed to be multi-faceted (Milich & Kramer, 1984). This may 
confound the results of studies which have demonstrated deficits in inhibition in children 
with ADHD because a range of processes could be responsible (e.g., Pennington, 1996). 
For example Sonuga-Barke, Houlberg & Hall, (1994), found that impulsiveness is reduced 
when the link between fast responding and the length of experimental session is removed 
which suggested that motivational factors may be important in children with ADHD.
3. Self regulation
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Some authors have suggested that ADHD is a result of an inability to regulate and 
organise behaviour. Frontal and pre-frontal lobe dysfunction has been suggested as a 
causal hypothesis, (Barkley, Grodzinsky & Du Paul 1992). However, this suggestion is 
only partially supported by the literature (see Barkley et al, 1992, for a review). Others 
have proposed that self regulation is a result of poorly developed internalised speech (Berk 
& Potts, 1991). Or an inability to allocate mental effort in an adaptive way to meet the 
needs of the situation (Van der Meere, 1996). Both these hypotheses have received some 
support in the literature but require further investigation.
4. Motivation
Research has suggested that social and motivational factors affect the performance of 
children diagnosed with ADHD. For example, Prior and Sanson (1986) found when the 
experimenter was present, ADHD children did as well as matched controls on the 
experimental task. Hypotheses proposed to account for these findings are that ADHD 
children are delay averse (Sonuga-Barke, et al, 1994), or that children with ADHD have a 
need for greater stimulation and change (Zentall, 1993). Again, these hypotheses require 
further investigation.
Biological theories
1. Genetic factors
There is considerable controversy surrounding heritability studies of attention and activity 
in childhood. Hinshaw’s (1994) review of the literature suggests that there is little 
evidence, while Pennington and Ozonoff (1996) conclude that a strong genetic link exists. 
Even if a link exists, the mechanisms between genetic factors and the neurological 
mechanisms responsible for ADHD remain unclear (Hinshaw, 1994). Furthermore, the 
relationship between genetic factors and environmental influences, which shape symptom 
expression (Goodman & Stevenson, 1989), needs further investigation.
2. Neurological factors
The great majority of children considered to have ADHD do not have a history of 
neurological damage or neurological illness (BPS, 1996). However, several forms of
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known neurological damage have been associated with problems in attention and activity 
have been examined in research to date (for a fuller discussion, see BPS, 1996). There is 
some evidence to from neuro-imaging studies to suggest that children with ADHD show 
some differences in the structure and/or functioning from normal children in the frontal 
lobes and caudate nucleus, particularly in the right hemisphere, although not at a level 
which is regarded as clinically abnormal (Hynd & Hooper, 1995). Incorrect levels 
dopamine and norepinephrine and serotonin have been implicated in children considered to 
have ADHD. This has received some support from studies reporting the success of 
pharmacological treatments which attempt to re-address these hypothesised neurochemical 
imbalances Zanetkin and Rapoport (1987). However, neurochemical theories have been 
criticised for being over-simplistic and not taking account of the role of possible 
interactions with environmental factors (Hinshaw, 1994). Finally, the findings of 
neurophysiological studies, using EEG measures are inconsistent (Barkley, in press), 
although there is limited evidence that the frontal lobes may be implicated (see BPS, 1996 
for a review).
Criticisms of research
In addition to the criticisms already discussed, the validity of the majority of the research 
described above is questionable because it suffers from considerable methodological 
problems:
1. The use of controlled experimental conditions rather than naturalistic settings limits the 
generalisability of findings. Corroborative evidence is needed to demonstrate that the 
hypothesised mechanisms can provide valid explanations in the “real world” (BPS,
1996).
2. The type and severity of symptoms experienced by subjects has varied considerably 
across studies because a variety of diagnostic criteria have been used (e.g., DSM III, 
III-R, IV or ICD-9, 10) and these may have been operationalised differently across 
studies. The different questionnaire measures used to define the population under 
examination may have different cut-off points which exclude or include different
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children (BPS, 1996). This makes comparisons between studies impossible, and 
results may be a function of the type and severity of difficulties selected (BPS, 1996).
3. Behaviours are not necessarily explainable in terms of one psychological mechanism or 
one biological/neurological cause (BPS, 1996). Even when causality is inferred from 
the results of a study, there is always a possibility that the relationship between two 
variables arises out of an interaction between other variables or as a result of another 
(perhaps undiscovered) variable. This issue may be particularly pertinent where 
correlational methods have been used.
4. Small sample sizes may limit the reliability and generalisability of findings (BPS, 1996).
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Appendix 4
Assessment methods commonly used for establishing a diagnosis of ADHD - 
advantages and disadvantages
Rating scales and questionnaires
Two of the most commonly used rating scales for identifying symptoms of ADHD are: 
The Child Behaviour Checklist, or CBC, (Achenbach, 1991); and the Conners Parent and 
Teacher Rating Scales, or CPTRS, (Goyette, Conners & Ulrich, 1978). The CBC is 
regarded as one of the most comprehensive scales of it’s type (BPS, 1996) comprising 
three scales for measuring social competence, and nine scales examining childhood 
diagnostic categories. It has undergone psychometric standardisation in many languages 
(Sergeant, 1995). The CPTRS, examines 5 factors of impulsive-hyperactive, learning 
problems, conduct problems, psychosomatic problems and anxiety. However, rating 
scales have been criticised for their inability to establish the duration of symptom patterns 
which are essential for a diagnosis, (Hodges, 1993). Secondly, because of their global 
nature they may be subject to informant bias (Scachlar, Sandberg & Rutter, 1986). 
Thirdly, they depend upon the quality of the normative samples on which the rating scale 
samples are based (Hinshaw, 1994). Finally, they must have undergone sufficient item 
selection to yield construct-valid indexes of the key behavioural sub-dimensions (Hinshaw,
1994). Therefore, whilst rating scales are helpful in gaining information regarding the 
child’s typical behaviour patterns in the natural environment, they are of limited use, if 
used alone for diagnosis.
Interviews
Two types of interviews are used in the assessment and diagnosis of child 
psychopathology. Unstructured clinical interviews, are commonly used. However, these 
have been criticised for being unreliable, and subject to interviewer and respondent bias 
(Hinshaw, 1994). In contrast, structured diagnostic interviews such as the Diagnostic 
Interview Schedule for Children, or DISC, (Fisher, Shaffer, Piacenti, et al, 1991), gather
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more reliable data from adult informants (see Hodges, 1993). Structured interviews have 
also been criticised, because children of any age are likely to under-report their difficulties 
(Loeber et al., 1991), and teachers do not reliably report features of the child’s internal 
state (Hinshaw, Han, Erhardt and Huber, 1992). Furthermore, because the validity of 
diagnostic interviews is assessed in relation to alternative diagnostic formulations that 
share similar problems in reliability and validity, they suffer from a lack of a true “gold 
standard” (Hinshaw, 1994).
Behavioural observations
These have advantage of obtaining systematic observational data in the natural 
environment which may be more reliable and valid than information obtained using rating 
scales. However, these methods are often limited to research because they are costly and 
time consuming, requiring personnel training and multiple observers to obtain reasonable 
levels of inter-observer agreement (Hinshaw, 1994). Furthermore, behavioural 
observations made in clinic settings may not generalise to the child’s natural environment 
and therefore lack ecological validity.
Tests of cognitive and intellectual functioning
Assessment tools such as the Wechsler Intelligence Scale for Children (WISC III; 
Weschler, 1991) are well normed and broad measures of intellectual functioning. 
However, they have been criticised for failing to capture the full range of inattentive and 
overactive symptoms that may occur in a child’s natural environment (Hinshaw, 1994). 
Furthermore, the child’s performance may be unduly affected by factors like poor 
attention and concentration and therefore their scores may be under-representative of their 
actual abilities.
Laboratoiy measures
Laboratory measures of the core features of ADHD are believed to be important because 
they are more objective than other measures (Hinshaw, 1994). Measures include
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computerised attention tasks, response search tests to measure impulsivity and 
observations of hyperactive behaviour. However, there is a lack of agreement across 
measures (see Rutter, 1983) which raises questions about their validity as measures of 
ADHD.
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“In Current Models of Dementia Care there is Still an Infection 
from the Detached and Supposedly Objective Stance of Clinical 
Psychology and Psychiatry -
In what ways do Recent Developments in ‘Person-Centred Dementia Care’ 
Challenge that Stance? What are the Benefits to People with Dementia?”
Prologue
“The last time I  saw my father I  shaved him. It was the week o f my stroke  Now I
am the one they shave every morning, and I  often think o f him while a nurse’s aide 
laboriously scrapes my cheeks with a week-old blade. I  hope that I  was a more attentive 
Figaro.
Introduction
Dementing disorders are the most common disorders of later life, although they can occur 
at any time in adult life. They are of major public and professional concern because there 
are no known cures for the principal forms (Stuart-Hamilton, 1991). Furthermore, the 
incidence of dementia is rapidly increasing, and according to some, reaching epidemic 
proportions (Arendt & Jones, 1992). This will undoubtedly mean a need for increased 
resources in dementia care and a sustained interest in the understanding and treatment of 
dementia, while the search for a means of cure or prevention continues.
The World Health Organisation (1986) described the general characteristics of dementia 
as: “Global impairment o f higher cortical functions, including memory, the capacity to 
solve the problems o f day-to-day living, the performance o f learned perceptuo-motor
1 As a result of a massive stroke, Jean Dominique Bauby, the editor-in-chief of French Elle was left 
completely paralysed, and unable to speak. Before his death on 9 March 1997, he dictated an entire book 
of his experiences since the stroke using his eyelid to spell out words and sentences. While Bauby’s 
condition was not the result of dementia, his autobiographical text gives a rare and touching glimpse into 
the inner world of a person who has become chronically disabled and reliant on others for almost every
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skills, the correct use o f social skills and control o f emotional reactions, in the absence o f  
gross ‘clouding o f consciousness The condition is often irreversible and progressive
However, the term ‘dementia’ does not refer to a disorder in it’s own right, it applies to a 
cluster of symptoms that can be manifested in different combinations. These combinations 
are classified as different types of dementia, the commonest being dementia of the 
Alzheimer type which accounts for approximately 50% of cases (Tobiansky, 1993).
The dominant theories of dementia, a large body of research, and the majority of dementia 
care services, are based upon a linear formulation of dementia which emphasises the 
biomedical perspective. This suggests that a set of causal conditions (primarily 
physiological) lead to neuropathology, which in turn causes dementia. Therefore, the 
major focus in Psychiatry and Clinical Psychology in recent years, has been on the 
scientific study of the neuropsychology of the condition and of the arising cognitive and 
behavioural deficits.
This focus on the biomedical, coupled with the double-bind of ageism, has led some 
authors (e.g., Kitwood, 1996; Hockey & James; 1993; Sweeting & Gilhooly, 1991/2) to 
argue that the current ‘objective’ and ‘scientific’ approach to care and treatment for older 
people with dementia denies them of an equitable standard of care. “Too frequently, they 
are treated in a way that makes them feel less than human and denies their ‘personhood’ 
- this, at best, leaves them unable to exercise their basic rights to choice and self- 
determination, and at worst, may compound the process o f deterioration and illness, or 
even cause it” (see Kitwood, 1990).
Furthermore, the biomedical model of dementia, in itself, has begun to face increasing 
criticism. Kitwood (1996) argues that it is seriously deficient on both conceptual and 
empirical grounds. Crucially, the theory fails to account for how mind and brain are
aspect of their daily living. This type o f  account is rare in itself and notably absent in almost all the literature on dementia.
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related when correlations between measures of dementia and neuropathology are 
consistently weak (see Kitwood, 1988).
Until recently there have been very few attempts to study the psychosocial aspects of 
dementia, such as the subjective experience of the dementia sufferer, and the possible 
contribution of psychosocial factors to the dementing process, or to incorporate them into 
a more comprehensive theory of dementia. However, there is an increasing interest in 
investigating the personal experiences and the impact of dementia on sufferers (Middence 
& Cunlifife, 1996). There is also a shift in the focus of care-giving models with a new 
emphasis on preserving the strengths and quality of life of people with dementia, rather 
than “managing” the deficits. Perhaps most importantly of all, Kitwood, in a series of 
papers since 1988, has developed a “dialectical” theory of dementia, which is the first 
major attempt to account for the interplay between the neurological and psycho-social 
factors in dementia.
It is argued that these new approaches to theory and practice offer enormous benefits for 
people with dementia and their carers. They are also likely to have important implications 
for the professionals who plan and provide health care (Harrison, 1993). This essay will 
therefore explore the pros and cons of the “traditional” models, and the exciting challenge 
which the new “person-centred” approach brings as we rapidly approach the next century.
Traditional models approaches to dementia
“When I  came to that late January morning the hospital opthalmologist was leaning over 
me and sewing my right eyelid shut with a needle and thread, just as i f  he were darning a
sock........ I  fired off a series o f questioning signals with my working eye, but this man -
who spent days peering into people’s pupils - was apparently unable to interpret a simple 
look. He was the model o f the couldn’t-care-less doctor, arrogant, brusque, sarcastic, 
the kind who summons his patients for 8.00a.m., arrives at 9.00, and departs at 9.05 after 
giving each o f them forty-five seconds o f his precious time. ” Bauby (1998).
However, it undoubtedly illustrates some o f  the common experiences o f  the dementia sufferer and will be used throughout this essay.
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Over the last few centuries the treatment of people with mental health problems has 
undergone significant ideological changes. According to Foucault (1967) the three main 
phases have been, suppression, moral correction and medicalisation. The latter began 
around the turn of the twentieth century when scientific advances helped researchers to 
identify organic causes for some forms of mental disorder. This remains the dominant 
model in the provision of mental health services today.
Therefore, the majority of dementia care and research is underpinned by a simple linear 
understanding of dementia, as a disease which is the result of neuropathic change. These 
changes are believed to have a number of specific causes (e.g., environmental, genetic, 
structural or neurochemical). Kitwood (1996) refers to this model as the “standard 
paradigm”.
The goal of research based on the “standard paradigm” is to identify these causes and to 
develop treatments which prevent, reverse or arrest the causal processes. Several causal 
factors have indeed been identified. For example, in the case of multi-infarct dementia, 
miniature strokes which cause the death of brain tissue, are thought to be largely 
responsible (see Stuart-Hamilton, 1991). However, the causes of each of the sub-types of 
dementia have not been fully identified and may be multiple. For example, in the case of 
multi-infarct dementia, cardiovascular and genetic factors are also implicated (Stuart- 
Hamilton, 1991).
Diagnosis is a key feature of the ‘standard paradigm’, where each type of dementia is 
identified by it’s own unique pattern of dysfunction and aetiology. However, diagnosis 
can be problematic because of the considerable individual differences both in 
neuropathology, and in clinical presentations within each disease category. For example, 
at least 10 distinct neuropathologies have been identified in Alzheimer’s Disease (AD), 
(Kitwood, 1993). Furthermore, because there are very few major anatomic markers of
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AD, a diagnosis can only be confirmed on autopsy or brain biopsy (Lezak, 1995). 
Consequently, a diagnosis of AD is arrived at after a lengthy process when all other 
possible causal factors (e.g., tumours, depression) have been ruled out and is notoriously 
unreliable (see Lezak, 1995).
The “standard paradigm” receives substantial support from drug companies, keen to 
develop cures and treatments for dementia, and commands considerable kudos in the form 
of research grants and recognition from the scientific community. Kitwood (1993) argues 
that this maintains a framing of dementia which is almost entirely technical and scientific in 
nature. “The subjective experience o f people with dementia is regarded as irrelevant, the 
person and the disease process become synonymous, and, in the absence o f effective 
cures or treatments, has led to a widespread view that almost nothing can be done, at 
least in the short term, for people with dementia”, (Kitwood, 1993).
There may also be a more sinister political motivation for the continued dominance of the 
“standard paradigm”. Kitwood (1993) believes that it is often used by care providers to 
justify a low budget approach to care provision, such as the use of tranquillising 
medication, rather than forms of care which acknowledge the psychological needs of 
people with dementia, which are likely to be expensive. This view is supported by 
observational studies of the quality of institutional care for people with dementia. There is 
overwhelming evidence that the majority of people with dementia spend most of their time 
doing nothing, and of the little contact between clients and staff, the majority is taken up 
by physical care (see Brooker 1995).
In addition to ethical reasons why the dominance of the standard paradigm is brought into 
question, it has also been criticised on conceptual grounds. Firstly, it is extremely 
individualistic and fails to explain the effect that complex systems which surround people 
with dementia may excerpt on the disease process (Kitwood, 1996). For example, It has 
been demonstrated with animals that enriched environments can induce changes in brain
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biochemistry and brain morphology (Greenough & Green, 1981). Secondly, it completely 
evades the question of how mind and brain are related (Kitwood, 1996), despite the fact 
that several well known mind-body relationships have been identified in other forms of 
medical science, for example, the relationship between stress and coronary heart disease 
(Friedman & Rosenman, 1974).
There are also considerable empirical problems with the “standard paradigm”. Firstly, 
despite 30 or more years research, correlations between measures of dementia and 
measures of neuropathology are extremely weak (Kitwood, 1988). Secondly, there are 
well documented instances, where a person at post-mortem has shown no brain pathology 
other than is expected normally for their age, yet apparently gone through the course of a 
dementing illness (Kitwood, 1990). For example, a diagnosis of Alzheimer’s disease is 
only confirmed post-mortem in 85-90% of cases (Molsa, Paljarvi, Rinne & Sako, 1984). 
Others have observed that some people with dementia can “stabilise”, or cease to 
deteriorate (e.g., Bell & McGregor, 1991). Interestingly, there are also documented 
instances of people who have “remented” and recovered some functions believed to be 
entirely lost (Sixsmith, Stilwell & Copeland, 1993).
Thirdly, some people with dementia have been observed to deteriorate in their functioning 
at a rate that is faster than could be attributable to neuropathology alone (Kitwood, 1996). 
This is supported by research which suggests that “excess disabilities”, where a demented 
person has become more disabled than can be accounted for by neurological impairment 
alone, can be reduced as a result of psychosocial intervention (see Droes, 1997). These 
observations suggest that social psychological factors are important in the presentation of 
dementia.
Given the above criticisms, the continued use of the “standard paradigm” in it’s present 
form seems unjustifiable on ethical, conceptual and empirical grounds.
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Person-centred approaches to dementia
“The gossipers were as greedy as vultures who have just discovered a disembowelled 
antelope. ‘Didyou know that Bauby is now a total vegetable? ’ said one. ‘Yes I  heard. A
complete vegetablecame the reply The tone o f the voice left no doubt that
henceforth I  belonged on a vegetable stall and not to the human race. ” Bauby (1998).
The central concept of person-centred approaches is that of personhood. Essentially, this 
means relating to somebody with dementia as a unique individual with their own life 
history, personality, beliefs and interests, with respect and empathic understanding (see 
Kitwood, 1997). While this is a familiar concept in psychotherapy, where there is a 
commitment to openness, awareness and respect, it is rarely acknowledged within 
mainstream psychiatry (Kitwood, 1997).
Definitions of personhood vary across cultures and reflect the values of a given society 
(see Sweeting & Gilhooly, 1991-2). In Western society, personhood is synonymous with 
individualism and self-determination (Hockey & James, 1993). These are the qualities 
which are most likely to be damaged by a dementing illness, leading to a widely held 
cultural stereotype of people with dementia as “non-persons” (Hockey & James, 1993). 
Furthermore, the focus on cognitive deficits and the disease process, which arises out of 
the “standard paradigm”, actually contributes to a person with dementia being denied their 
personhood, because they are no longer seen as an “in-tact” person, Harrison (1993).
The recent focus on the personhood of people with dementia is important for two major 
reasons. Firstly, from a moral and ethical standpoint, people with dementia have the same 
rights as other people in society (see the Kings Fund Centre, Ethical Guidelines, 1986). 
Secondly, treating somebody as a non-person when they are already vulnerable because of 
a dementing illness, may actually accelerate, or be causal in the disease process. Whereas, 
an understanding of the previous life experiences, values, culture and personality of a 
person with dementia, which constitutes their personhood, may help those people caring
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for somebody with dementia to understand and respond more effectively to their 
presenting problems, and promote optimal functioning and quality of life.
However, Kitwood (1990) suggests that the processes and interactions which commonly 
surround people with dementia are far from the ideals outlined above. He describes these 
as a “malignant social psychology” because of the potentially damaging effect they can 
have on the dementia sufferer. The common features of malignancy (treachery, 
disempowerment, infantilisation, intimidation, labelling, stigmatisation, outpacing, 
objectification, banishment and invalidation) are described in appendix 1.
Kitwood (e.g., 1990; 1993; 1996) has developed a theory which acknowledges the role of 
social psychological factors in the dementing process. He argues that the symptomatic 
presentation of dementia arises out of a complex interaction between five factors: 
personality (a person’s resources for action); biography (life story, including losses); 
neurological impairment; physical health (particularly illnesses which may increase 
disability); and social psychology (surrounding the person). Only the last two factors are 
regarded as open to positive change. His central thesis is that the dementing process 
arises primarily from a dialectical interaction between neurological impairment and social 
psychological factors. Hence the theory is known as a dialectical theory of dementia. It 
can be summarised in three basic equations:
1. Senile dementia is compounded by the effects of neurological impairment and of 
malignant social psychology.
2. Neurological impairment in an elderly person attracts a malignant social psychology.
3. Malignant social psychology, bearing down upon an elderly person whose 
psychological buffers are already fragile, actually creates neurological impairment.
The first equation can be explained as follows: When a person experiences a deterioration 
of brain tissue as a result of a dementing illness, they may start to show changes in their
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“normal” cognitive, behavioural and affective ways of being. As they begin to deteriorate 
a malignant social psychology (see appendix 1) comes into play, lowering their self-esteem 
and ability to cope. Therefore the effects of neurological impairment are compounded by 
malignant social psychology surrounding the dementia sufferer, leading to a vicious circle, 
where each loss of competence recruits more malignant social psychology, leading to a 
spiral of deterioration. If on the other hand, cognitive decline is offset by a social 
psychology which promotes well-being and preserves personhood, where the person with 
dementia is supported and enabled to cope with their impairment and/or powerful feelings 
of anxiety and loss, it is suggested that their decline will be less destructive and that they 
will enjoy a better quality of life (see Kitwood, 1996).
Kitwood (1990) proposes several hypotheses to account for the malignant social 
psychology surrounding dementia. He does not imply that these are a reflection of 
deliberate or malicious intent on the part of family members, care-givers or health-care 
professionals. Instead, he suggests that care-givers often lack the training, time and 
resources necessary to provide high-quality care, despite good intentions. Furthermore, 
because of the cultural stereotypes of dementia described above, there is a tendency for 
care-givers not to see the demented person as a sentient being and to behave in ways 
consistent with these beliefs. Finally, Kitwood (1990) suggests that from a 
psychodynamic perspective, there may be powerful unconscious motives for viewing 
people with dementia as non-persons. Being with a person who has dementia may 
provoke powerful fears within the care-giver about their own mortality and/or 
vulnerability. Treating the sufferer as a non-person is a psychic defence which keeps these 
fears at a safe psychological distance (see Malan, 1995, for example).
Kitwood’s (1990) third equation is more controversial because he proposes that in some 
cases, the effects of continual psychological damage can cause degeneration of nervous 
tissue, particularly as the dementing process advances. However, there is some empirical 
support from pilot studies which suggest that enriched environments can induce
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significantly better cognitive, emotional and psychomotor functioning, and detectable 
changes cerebrospinal fluid in demented patients compared to controls (e.g., Annerstedt, 
Alfredson & Risberg,1987).
Unfortunately, Kitwood’s dialectical theory lacks empirical validation. A major criticism 
is that because if it’s emphasis on interaction effects and individual differences, it may be 
too vague on conceptual grounds to be tested using traditional scientific methodology. 
Furthermore, the third hypothesis is unlikely to be testable on ethical grounds. Even if it 
achieves support from social psychological experiments which are able to arrest 
degeneration, or promote repair in nervous tissue, it will not be possible to conclude that 
the process of dementia works in the opposite direction as a result of a malignant social 
psychology.
The narrative view is another example of the new person-centred approaches. People with 
dementia are viewed as a person, with continuous, linked experiences which contribute to 
their personhood. Harrison (1993) uses the analogy of a rope to describe the importance 
of knowing a person’s biography (family relationships, roles, personal triumphs, losses, 
etc.) A rope, like personhood, is made up of individual strands. If some of these strands 
become damaged, the rope will still continue to be whole. In a person with dementia, 
certain strands which previously constituted their person-hood may be damaged or absent, 
but there will still be many other typical characteristics of the person remaining, like the 
undamaged strands of the rope, which give it integrity. By understanding personal 
narratives, Harrison (1993) argues that care-givers and clinicians can identify, reverse and 
compensate for losses and identify sources of joy and suffering in a person with dementia.
Psychodynamic models also which emphasise the need to understand dementia in a more 
holistic way (e.g., Hagberg, 1997). Their emphasis is on the understanding of a person’s 
biography in order to understand their reactions to the dementing illness, to identify 
interventions which increase a person’s functioning, and to promote a more helpful
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attitude towards the patient. From a psychodynamic perspective (e.g., Malan, 1995), the 
reactions which accompany cognitive impairment are viewed firstly as regressive defences 
to stave off emotional distress. Secondly, as a reactivation of unconscious material, 
coupled with reduced ego resources, and thirdly, as a regressive primitisation to earlier 
states of behaviour. Because of the limited scope of this essay, the reader is referred to 
Hagberg (1997) for a more extensive discussion.
What are the benefits to people with dementia?
“Sandrine” (the speech therapist) “.....  is the one who set up the communication code
without which I  would be cut o ff from the world. But alas! While most o f my friends have 
adopted the system, here at the hospital only Sandrine and a female psychologist use
it. As the weeks go by, this forced solitude has allowed me to acquire a certain
stoicism and to realise that the hospital staff are o f two kinds: the majority, who would 
not dream o f leaving the room without first attempting to decipher my SOS messages; 
and the less conscientious minority, who make their getaway pretending not to notice my 
distress signals. ” Bauby (1998).
Perhaps the most important advantage of the new person-centred models like the 
dialectical model (Kitwood, 1990, 1993, 1996) is that they offer a less pessimistic and less 
deterministic view of dementia than “traditional” models shifting the focus from “deficits” 
to “coping”. This is not simply an ideological shift because the malignant social 
psychological factors which compound disease process are open to real change. This 
suggests what can be done for dementia sufferers in the absence of a cure or a “magical” 
treatment.
This has implications for the carers of people with dementia. For professional healthcare 
staff, a realisation that they can have a positive effect on the process of dementia, 
traditionally viewed as an inevitable process of decline is likely to enhance their morale 
and motivation. Caring for persons with dementia, sometimes viewed as a “down-market” 
healthcare field could become a more attractive and specialist field of work, (Jones, 1997)
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For family carers, who often feel extreme distress at losing a person they care for long 
before the time of biological death, the person-centred models suggest a new way of 
viewing their loved-one. Person-centred models offer a way of making sense of the 
sometimes bizarre and distressing changes which seem to happen, because they can be 
understood as the dementia sufferer’s strivings for the preservation of self (Hagberg,
1997). The emphasis on understanding and preserving personhood suggests ways that 
they can identify, reverse and compensate for losses, rather then feeling frustrated and 
helpless.
From an empirical point of view, Kitwood’s model (1990, 1993, 1996) offers a conceptual 
framework which incorporates existing research findings from the “standard paradigm” 
but explains more coherently how mind and brain are related. It suggests that social 
psychological factors, can be understood alongside neuropsychological factors rather than 
against them. As Kitwood (1996) points out, if it is correct, it certainly would be able to 
account for the phenomena discussed earlier such as people with dementia who undergo a 
rapid decline at a rate beyond neurological decline, pseudodementia and rementing, which 
the “standard paradigm” fails to explain. Furthermore, it might explain the lack of 
correlation between neuropathology and dementia, and the heterogeneity of clinical 
presentations observed when pathology is largely homogenous (e.g., Boiler, Forette, 
Khachaturian, et al., 1992). More controversially, it suggests that there may be social 
psychological antecedents to neuropathology. Therefore, person centred models suggest 
exciting new avenues for theory research and practice with people with dementia at a time 
when medical science seems to be at an impasse (Kitwood, 1990).
In the fight of the models discussed above, the provision of care is also likely to improve. 
The dialectical model makes it possible to map out, for any individual, the course of their 
dementing illness (Kitwood & Bredin, 1992). This allows interventions to be identified
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which aim to minimise or compensate for each successive loss which the dementia sufferer 
experiences.
There are also implications for current research into quality of care for people with 
dementia. With a growing emphasis on quality within the NHS, traditional methods which 
focus on quantity rather than quality of care have been criticised for having poor reliability 
and validity (see Brooker, 1995 for a review). However, new initiatives based on the 
dialectical model of dementia, such as Dementia Care Mapping (Kitwood and Bredin, 
1992), which focus quality and help staff to identify positive care practices, are being 
heralded as valuable and sound methods which overcome the difficulties inherent in earlier 
methodologies (Wilkinson, 1993; Brooker, 1995).
The context of dementia care may also have important implications for the effectiveness of 
psychological therapies currently being used in dementia care settings, such as validation 
therapy and reality orientation. Current research suggests that pharmacological 
interventions may be superior to psychological approaches (Orrell & Woods, 1996). 
However, the “standard paradigm” has been dominant in the contexts where these 
therapies have been tested which may have confounded their effectiveness. Woods (1996) 
suggests that in care settings where personhood is promoted, the effectiveness of 
psychological therapies may be enhanced.
Finally, acknowledging that much can be done to enhance the quality of life and 
functioning of people with dementia opens the gateway to a range of services and 
therapies which were previously dismissed as unhelpful because of the influence of the 
“standard paradigm”. This increases the possibility of fulfilling the spiritual, social, 
cultural and psychological needs of people with dementia which have been too often 
neglected in the past.
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Conclusions
“Hunched in my wheelchair, I  surreptitiously watch my children as their mother pushes
me down the hospital corridor Today is Father’s Day. Until my stroke we had felt
no need to j it  this made-up holiday into our emotional calendar. But this time we spent 
the whole o f this symbolic day together, affirming even a rough sketch, a shadow, a tiny 
fragment o f a dad is still a dad. ” Bauby (1998).
Traditional approaches imply that when a person with a dementing illness begins to 
malfunction in a cognitive sense, they cease to be a person who experiences anxiety 
depression, or grief. Let alone, that in the face of their illness, the experience of a 
malignant social psychology may actually compound their problems. Given the criticisms 
reviewed above this standpoint is no longer justifiable on ethical, conceptual and empirical 
grounds.
Not only does Kitwood’s (1990; 1993; 1996) dialectical model form a more conceptually 
and empirically sound basis for understanding dementia, but it offers people with dementia 
and their carers (both formal and informal) substantial benefits. The framing of Kitwood’s 
model is extremely clever because it uses a medical terminology to describe social 
psychological processes (e.g., “malignant”), making it more acceptable to the medical 
community who command the greatest power in dementia care and research. 
Furthermore, it incorporates existing medical research and theory rather than opposing it.
Clearly, there is a need for systematic research to test the efficacy of person-centred 
approaches. The training and support of healthcare professionals in person-centred 
philosophies and methods will also be important. However, in spite of overwhelming 
criticism of the “standard paradigm” and considerable evidence in support of more person- 
centred approaches, there is likely to be a long battle ahead before these advances are 
evident in the care of people with dementia. But as Kitwood and Bredin (1992) point out 
“As these practices become widespread we may confidently expect much higher levels o f
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personal well-being in dementia, even among those who have very severe cognitive 
impairments”.
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Appendix 1
Ten aspects of malignant social psychology. (Kitwood, 1990)
1. Treachery - deliberately deceiving a dementia sufferer in order to get them to comply 
with somebody else’s wishes.
2. Disempowerment - doing things for the dementia sufferer despite the fact they are able 
to do them, albeit clumsily or slowly.
3. Infantilisation - referring to the dementia sufferer in a way which likens them to a 
young child.
4. Intimidation - the dementia sufferer is made to feel afraid by powerful professionals, 
either by the use of threats or more indirectly by carrying out procedures in an 
impersonal way.
5. Labelling - giving a confused older person a label which leads to them being treated 
differently and/or becomes a self-fulfilling prophecy.
6. Stigmatisation - because of labelling, the dementia sufferer is viewed as an outcast and 
progressively excluded.
7. Outpacing - caregivers fail to modify their behaviour to a pace which allows the 
dementia sufferer to participate in a conversation or activity.
8. Invalidation - ignoring the subjective experience (e.g., feelings) of the dementia 
sufferer.
9. Banishment - removing the dementia sufferer from “the human milieu” either 
physically or psychologically.
10. Objectification - treating the dementia sufferer as a lump of dead matter to be 
measured, moved around, etc.
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Discuss the ways in which Transference and Countertransference 
may Help or Hinder Therapy with People who have been Sexually 
Abused
Introduction
There is a growing psychodynamic literature specifically concerning the transferential and 
countertransferential dimensions of therapy with survivors of childhood sexual abuse. 
While transference and countertransference issues may emerge in any therapy situation, it 
is suggested that these forces may be particularly powerful and troublesome in abuse and 
incest cases (Levine, 1997). Therefore, it is argued that therapists working with survivors 
of sexual abuse, irrespective of therapeutic orientation, need to understand the unique 
effects of sexual abuse on the transference and countertransference manifestations that 
occur in therapy. Namely that there will be a strong pull for both client and therapist to 
reexperience (and possibly to repeat) aspects of the abuse and other aspects of the early 
damaged attachments and relationships that were associated with the abuse (see Classen, 
1995, Levine, 1997).
Furthermore, it is argued that these transference and countertransference reactions may be 
helpful to therapy, both as therapeutic material which allows the client a second chance to 
work through past trauma (Gardner, 1990), and as important data concerning the client’s 
unconscious experiences of sexual abuse which may not readily be available by other 
means to the therapist (Gabbard, 1997). However, it is also argued that these processes 
may impede or destroy therapy if allowed unhelpful expression (Eliott & Briere, 1995).
Therefore this essay will examine the types of transference and countertransference which 
commonly occur in therapy with people who have been sexually abused and consider how 
these may help or hinder therapy. Finally, the advantages and disadvantages of the 
psychodynamic framing of these issues will be discussed.
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Transference and countertransference
Broadly speaking, the terms transference and countertransference are used by 
psychodynamic theorists to describe how past experiences (conscious and unconscious) of 
the client and the therapist continue to affect the present, specifically within the 
therapeutic relationship. They are considered to be the core concepts for therapeutic 
activity in psychodynamically oriented therapy. However, together they are one of the 
most controversial concepts in psychodynamic theory (Fosshage, 1994). Much of this 
controversy lies in how they have been defined.
Classic psychodynamic models (e.g., Freud, 1900) emphasised the intrapsychic nature of 
transference, whereby a client transferred or displaced feelings, wishes and attitudes, 
related to early infantile objects onto the therapist (Loewald, 1960). These early 
formulations viewed transference as an inappropriate distortion of reality which was 
largely unaffected by the therapist (see Fosshage, 1994). Similarly, countertransference 
was viewed as the therapist’s transference, which posed a hindrance to therapy (see 
Makari & Michaels, 1993).
However, modernist psychodynamic formulations emphasise the relational as well as the 
intrapsychic nature of transference and countertransference. From this perspective, both 
concepts are viewed as co-determined by client and therapist in an amalgamation of past 
and present (see Hoffman, 1983). Therefore, transference is not simply a distortion of 
objective reality, it is a client’s subjective experience of “reality” which is co-determined 
by certain principles that originate from his or her early experiences, and, by the presence 
of the therapist who will elicit certain kinds of transference and impede others (see 
Storlow & Lachmann, 1984-5; Gill, 1982). Similarly, countertransference is the 
therapist’s subjective experience of “reality” (Fosshage, 1994) which is co-determined in 
the same way as transference.
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Therefore, the term transference will be used in this essay to refer to the client’s subjective 
experience of the therapist which “represents, in some o f it’s features, a repetition o f a
relationship towards an important figure in the person’s past [and] is felt by the
subject not as a repetition o f the past, but as strictly appropriate to the present and the 
particular person involved.” (Sandler, Dare & Holder, 1973). The term 
countertransference is used to describe the therapist’s subjective experience of a client 
(e.g., feelings, fantasies, wishes and physical sensations) evoked by some event in therapy 
and/or in the therapists’ past (Mann, 1995; Abney, Yang & Paulson, 1992).
Transference and countertransference in therapy with people who have 
been sexually abused
The majority of the literature concerning transference and countertransference in therapy 
with survivors of childhood sexual abuse refers to one to one therapy with women who 
were victims of incest from their fathers (or father figures). Due to the limited scope of 
this essay, this will be the focus of the current discussion. Several authors have speculated 
that there may be specific issues that are particularly relevant to the treatment of male 
victims (e.g., Gartner, 1997), victims of female abusers (e.g., Matthews, Matthews & 
Speltz, 1990), and group therapy (e.g., Abney, Paulson & Yang, 1992). However, it is 
important to recognise that the nature and effects of paternal incest (and the subsequent 
transference countertransference issues that arise) are likely to vary considerably between 
female victims (see Kendel-Tackett, Williams & Finkelhor, 1993).
Transference
Elliott and Briere (1995) describe four abuse related transferential responses that are 
typical for survivors of sexual abuse. These are discussed below:
1. Cognitive-perceptual distortions that have generalised from abuse-era learning about 
self, others, and the environment.
If these are subsequently projected or transferred onto the therapeutic situation they will 
distort the client’s perception of the therapist. Therefore, the therapist may, on different
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occasions, come to represent one of a cast of important figures from the abuse-era 
(Gabbard, 1997). For example,: the parent who may have failed to protect the child from 
the abuse or did not believe her; the perpetrator who was manipulative, powerful and 
dangerous; the rescuer who the child longed for; and/or, the lover, which may occur when 
sexual feelings, affection or statements of love were combined with the abuse (Eliott & 
Briere, 1995). In addition, Mann (1995) suggests that the client may also project the role 
of the victim onto the therapist which may be experienced by the therapist as a feeling of 
being abused or intruded by the client.
2. Responses associated with early attachment disruption that are elicited by the 
relational aspects o f the therapy.
Research which has examined the short and long-term effects of sexual abuse suggests 
that it is associated with significant attachment difficulties which often persists into 
adulthood (see Alexander, 1992; Finkelhor, 1986). Eliott and Briere (1995) argue that 
clients with attachment problems may project these onto the therapist-client relationship. 
For example, the survivor may experience a powerful “neediness” for safety and close 
connection, and/or abuse-related negative affects (such as rage and terror) when she 
perceives a lack of safety, or abandonment. They argue that the therapy situation can 
easily re-stimulate feelings of abandonment, firstly because of it’s episodic nature and 
secondly, because the therapist cannot maintain the idealised role that the client projects.
3. Specific abuse-related affects and sensory experiences that are restimulated by the 
therapist characteristics or behaviours (post traumatic transference)
These are believed to reflect a more direct restimulation of post traumatic symptoms such 
as dissociated abuse era affects (e.g.,. terror, anxiety) or therapy triggered abuse-specific 
flashbacks (e.g., images of a particular instance of abuse) which can be triggered by an 
abuse-relevant stimulus (e.g., perceived maltreatment) that is reminiscent of an instance of 
severe abuse (Eliott & Briere, 1995). These symptoms are regarded as typical post
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traumatic stress reactions and are well described in the post traumatic stress disorder 
literature (see Scott & Stradling, 1992).
4. Re-enactment o f childhood behaviours arising from unresolved traumatic experiences, 
triggered by current interpersonal events or aspects o f the therapeutic relationship.
This category of transference refers to a client repeating or “acting out” the dysfunctional 
interpersonal patterns which occurred in her early relationships which are often 
independent of the actual characteristics of the therapeutic relationship (Eliott & Briere,
1995). Many authors have speculated that these patterns are more inflexible and difficult 
to modify in victims of abuse (see Eliott, 1994, Jehu, 1994). Re-enactment may arise from 
the cognitive distortions and projections that are described above, but is regarded as 
distinct because it involves an overt repetition of a past abuse-related behavioural response 
by the client.
Countertransference
Eliott and Briere (1995) propose that four types of typical countertransferental responses 
can occur in therapy with survivors of sexual abuse, these are described below:
1. Over-identification
Over-identification occurs when a therapist becomes absorbed in the client’s ongoing pain 
and distress and falls into the role of distressed peer or co-client (Eliott & Briere, 1995). 
This may arise when the therapist’s empathy unconsciously re-stimulates his/her own 
unresolved childhood issues.
2. Under-identification
This may arise when a therapist’s own emotional distress is re-stimulated by a client’s 
distress and the therapist becomes emotionally overwhelmed, however, rather than over­
identifying, the therapist defends him/herself from the distress by emotional distancing 
from the client, (Eliott & Briere, 1995).
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3. Classic projection
This occurs when the therapist misattributes (or “projects”) feelings as belonging to the 
client when they actually arise from the therapist’s own unresolved distress, or unresolved 
experiences from the therapist’s past (Eliott & Briere, 1995).
4. Boundary violation
The maintenance of appropriate boundaries is an intrinsic part of all therapy, but may be 
particularly important when working with clients who have already experienced 
psychological and physical boundary violations as a result of sexual abuse (Curdens & 
Cox, 1996). Boundaiy violations can occur when a therapist fails to discriminate between 
appropriate and inappropriate behaviour towards a client, or fails to resist the drive to act 
on unresolved personal issues (Eliott & Briere, 1995).
Helpful aspects of transference and countertransference
Davies and Frawley (1991) argue that the transference-countertransference dimensions of 
therapy provide a present day version of childhood sexual abuse experiences. The ways in 
which this material can be helpful in therapy are briefly discussed below:
Firstly, transference material can provide the therapist with important data about the 
client’s experience of sexual abuse that may have been repressed or dissociated, (i.e., 
unconscious material), which is not available to verbal memory and cannot be conveyed to 
the therapist by other means (Gabbard, 1997). For example, when a therapist feels abused 
or overwhelmingly powerless, the client may be projecting the role of victim onto the 
therapist and therefore communicating something of what it was like to be her (Mann, 
1995).
Secondly, through a process of understanding and discovery, the therapist can use the 
transference material to help the client to make connections between her current thoughts, 
feelings and behaviours in relationships and her childhood experiences (Levine, 1997;
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Eliott & Briere, 1995). For example, it may become evident in the transference that the 
client doubts whether the therapist is interested or cares about her story. The therapist 
may be able to help the client to reflect upon how this pattern in close relationships has 
generalised from her feelings that her mother was uncaring or not interested during the 
abuse era.
Thirdly, transferential responses can be counter-conditioned to help the client to move 
beyond distortion and re-enactment and learn critically important intrapsychic and 
interpersonal skills and perspectives that otherwise might not be acquired (Eliott and 
Briere, 1995). For example, by observing and challenging abuse related distortions about 
self and others, the therapist can assist the client to view herself and others without 
distortion. By avoiding the repetition of a client’s dissociative or defensive reactions to 
painful material, the therapist can encourage the desensitisation of traumatic memories and 
the acquisition of greater affect regulation (Eliott & Briere, 1995). Furthermore, by 
minimising these reactions, which can present a block to therapy, the therapist can enhance 
the client’s ability to process emotional material in the “here and now” (Gardner, 1990; 
Eliott & Briere, 1995). By resisting the transferential “pull” to re-enact attachment issues, 
the therapist can help the survivor to re-work unresolved attachment disruptions and learn 
that independence and security are possible in relationships with powerful others (Eliott & 
Briere, 1995).
Similarly, an understanding of countertransference offers a number of benefits to the 
client-therapist relationship. Primarily, it enhances the therapist’s ability to reflect more 
objectively on whether at any given moment in time, his/her feelings accurately reflect the 
inner world of the patient (i.e., via transference), or the presence of his/her own 
unresolved issues (Levine, 1997). Furthermore, it allows the therapist to be aware of 
unhelpful responses to the client which may contaminate or impede therapy (Eliott & 
Briere, 1995). Finally, it signals the need for the therapist to address unresolved personal
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issues outside of the client-therapist situation via supervision and, if necessary by seeking 
personal therapy (Eliott & Briere, 1995).
Destructive aspects of transference and countertransference
When a therapist misunderstands or misuses the transference-countertransference 
dimensions of therapy, the resulting interactions can impede therapy, or lead to potentially 
harmful consequences for the client (Adler, 1994).
Firstly, there is a danger that the therapist’s unchecked responses to the transference may 
reinforce the client’s cognitive-perceptual distortions of self and others. For example, in 
response to “rescuer” projections, the therapist may be drawn into offering false hope and 
reassurance rather than helping the client to mourn and acknowledge the painful realities 
of life (Eliott & Briere, 1995). Alternatively, the therapist may reinforce unresolved 
attachment transferences. For example, the therapist may attempt to gratify the client’s 
compelling need for safety, rather than reinforcing her own resources for coping.
Secondly, therapist responses to the transference may be detrimental to the therapeutic 
alliance. This may be because the therapist fails to recognise that the client is experiencing 
post traumatic flashbacks and/or dissociative responses which disrupt her ability to engage 
in the therapeutic relationship (Gardner, 1990; Eliott & Briere, 1995). Alternatively, it 
may be the result of more overt processes such as the therapist responding to an 
“uninvolved mother” projection (Gabbard, 1997), by doubting the reality of the client’s 
experiences of abuse.
Thirdly, there is a danger that the therapist will respond to the transference in a manner 
which re-abuses the client, either in more subtle ways (e.g., appearing bored when the 
client is speaking), or through more overt “acting out” behaviours (e.g., acting in a 
seductive manner), which, in the most extreme form, is manifested as having sex with the 
client (Mann, 1995).
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Countertransferential responses such as over-identification and classic projection may lead 
to inappropriate therapist self disclosures, or the pursuit of a therapeutic agenda which is 
not solely based on the needs of the client, both of which can result in blurred boundaries 
between who is giving and receiving therapy (Eliott & Briere, 1995). Alternatively, 
under-identification, while serving as a defence against intense emotional reactions in the 
therapist, may lead to reduced empathy, or even disbelief in the client’s history, which may 
lead to ruptures in the therapeutic alliance (Eliott & Briere, 1995).
Gabbard (1997) argues that the greatest countertransference risk for the client is that the 
therapist will commit boundary violations. These can range from inappropriate personal 
disclosures to having full-blown sexual relations with clients, and inevitably lead to a 
situation where the client is “re-victimised”. Such behaviours re-stimulate and reinforce 
abuse issues in the client, and potentially prevent or destroy trust in the therapeutic 
relationship (Eliott & Briere, 1995).
Advantages of the psychodynamic framing of these issues
The above discussion highlights the importance of setting and maintaining clear boundaries 
(Chu, 1988), and the need for an awareness of issues of trust, power and control which 
can be particularly salient in work with this client group (Gardner, 1990). It also raises a 
need for careful consideration of particular therapist attributes such as gender, age and 
culture which may to a greater or lesser degree impact on the transference and 
countertransference dimensions of therapy (Sanderson, 1990, Abney et al., 1992). For 
example, this has stimulated considerable debate in the literature as to whether male 
therapists should work with victims of father-daughter incest (Gardner, 1990). 
Furthermore, the above discussion highlights the need for good internal (Casement, 1985) 
and external supervision for therapists working with people who have been sexually 
abused. These issues are of concern to therapists working from a range of therapeutic 
orientations.
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However, Frawley (1997) extends this argument to suggest that when a supervisee is 
working with abuse and incest cases, an understanding of transference and 
countertransference that emerges in therapy should be applied to the supervisory 
relationship itself Central to this issue is the assumption that the supervisory relationship 
can become infused with features (of transference and countertransference) that parallel 
those at play in the therapist-client relationship (e.g., Sigman, 1985) and therefore has the 
same potential to be destructive, if it misunderstood or misused. The reader is referred to 
Frawley (1997) and Wolkenfeld (1990) for a more comprehensive discussion.
Survey research conducted in the USA suggests that there is an alarmingly high prevalence 
rate of sexual contact occurring between therapists and their clients (e.g., Gartrell, 
Herman, Olarte et al; 1986). Because of the issues outlined above, many authors have 
suggested that victims of childhood sexual abuse are at even greater risk from professional 
sexual exploitation than their non-abused peers (e.g., Gabbard, 1997; Jehu, 1994). 
However, Blackshaw and Patterson (1992) argue that the psychodynamic framing of 
transference and countertransference issues offer several advantages which may reduce 
these risks. Firstly, it encourages therapists to be aware of the need to monitor sexual 
feelings towards clients rather than acting them out. Secondly, a theoretical 
acknowledgement that sexual feelings can occur during therapy, reduces the taboo 
surrounding the topic, therefore encouraging it to be discussed openly in supervision. 
Thirdly, it emphasises that discussion of these feelings with a supervisor, and/or seeking 
personal therapy for countertransference issues, can prevent them from being acted out.
While transference and countertransference are traditionally viewed as the cornerstones of 
dynamic psychotherapy (e.g., Brown & Pedder, 1991), it is clear from the issues outlined 
above that these concepts can, and indeed should, be used to inform and monitor the 
practice of all therapists working with survivors of childhood sexual abuse, irrespective of 
their therapeutic orientation. This viewpoint has been echoed by a growing number of
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authors in the cognitive behaviour therapy literature who emphasise the importance of the 
therapeutic relationship in psychopathology and psychotherapeutic change (e.g., Jacobson, 
1989; Sweet, 1984; Wachtel, 1982). Indeed, there have been some recent attempts to 
integrate psychodynamic concepts with other theoretical models. For example, Safran, 
(1990a; 1990b) and Safran and Siegal (1990) describe a systematic framework which 
attempts to integrate cognitive and interpersonal theory, whereby transferential responses 
are conceptualised as “interpersonal schemas” which are described as “generalised 
representations o f self-other relationships”. Furthermore, Ryle (1995) suggests an 
integrative approach to the use of transference and countertransference in cognitive 
analytic therapy. However, despite these recent developments, there is a distinct lack of 
research which attempts to integrate the concepts of transference and countertransference 
into non-psychodynamic theory and practice, and this is clearly an area where more 
theoretical and empirical endeavours are needed.
Disadvantages of the psychodynamic framing of these issues
A central question concerning transference and countertransference is whether or not they 
actually exist. While there is much discussion and anecdotal information in the literature 
which suggests that they do indeed exist, there is little empirical evidence to support these 
assertions, and a particular dearth of information concerning countertransference.
Indirect evidence in support of the existence of transference comes from psychotherapy 
research which has examined the relationship of dosage and content of transference 
interpretations to psychotherapy outcome, however, the results of these studies have been 
somewhat disparate and many have been confounded by methodological weaknesses (see 
Piper, Joyce, McCallum & Azim, 1993). Fried, Crits-Christoph and Luborsky (1992) 
claimed that they had achieved the “first empirical demonstration of transference” when 
they demonstrated a significant similarity between patient’s relationships with their 
therapists and patient’s relationships with others in their fives. However, as Makari and 
Michels (1993) argue, this did not necessarily demonstrate transference, but rather a 
tendency for character patterns to persist across relationships. Unfortunately, a detailed
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evaluation of this topic and its complex methodological issues is outside of the scope of 
the present discussion and the reader is referred to Handley (1995), Piper et al (1993) and 
Makari and Michels (1993) for a more comprehensive discussion.
Even when it is assumed that transference and countertransference are indeed valid 
concepts, albeit requiring further empirical study, they still present significant problems for 
theory and practice. Firstly, some interactive possibilities that occur in therapy may be 
reality-based rather than transferential and countertransferential responses. For example, 
Eliott and Briere (1995) found four types of interaction that can occur between client and 
therapist, these are described as transference, countertransference and contemporaneous 
(or reality-based) responses of client and therapist (see appendix 1). They point out that 
these processes are not mutually exclusive and often co-occur together. They argue that 
there is no way of reliably testing, at any given time, whether a particular response is 
contemporaneous or transferential/countertransferential, or to what degree it represents a 
combination of both. Secondly, because of the subjective nature of transference and 
countertransference, it is impossible for a therapist to objectively evaluate how accurately 
his/her subjective interpretation of these phenomena, at any given time, reflect the inner 
world of client or the inner world of the therapist (Levine, 1997).
Conclusions
From the above discussion, it is clear that an understanding and awareness of transference 
and countertransference issues is helpful for all therapists working with people who have 
been sexually abused. However, in a review of three popular non-psychodynamic books 
concerning the therapy of people who have been sexual abused2, these issues do not 
receive any mention. Given the potential destructiveness of neglecting or misusing 
transference and countertransference, I would argue that this situation is no longer 
defensible.
2 Ainscough, C. and Toon, K. (1991) “Breaking free-help for survivors o f  childhood sexual abuse”. London: Sheldon Press; Burke- 
Draucker, C. “Counselling survivors o f  childhood sexual abuse”. London: Sage Publications; Jehu, D. (1988) “Beyond sexual abuse - 
therapy with women who were childhood victims. Chichester: John Wiley.
Specialist Essay 117
However, this issue is unlikely to be resolved until greater attempts are made by non­
psychodynamic theorists to integrate the concepts of transference and countertransference 
into other therapeutic models. Furthermore, non-psychodynamic theorists are likely to 
remain sceptical about the usefulness of such concepts until they are have been adequately 
subjected to empirical research. These are clearly both areas where more impetus is 
needed.
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Appendix 1
Interactive possibilities between client and therapist (Elliott and Briere, 1995)
Client response Therapist response
Based on immediate stimuli Responses to therapist Responses to client’s
motivated by therapist’s current behaviours or
current behaviours or 
characteristics
characteristics
CONTEMPORANEOUS CONTEMPORANEOUS
RESPONSE RESPONSE
Based on projected Responses to therapist Responses to client based
experience based on client’s history on therapist’s history
TRANSFERENTIAL COUNTERTRANSFEREN
RESPONSE TIAL RESPONSE
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Summary of the Clinical Dossier
This section contains a brief overview of my three years clinical experience, including the 
name and nature of each placement and a description of the range of clinical experience 
gained. A selection of five formal clinical case reports have been submitted in full in a 
confidential clinical volume which also contains a full record of all clinical activity, 
placement contracts and supervisor evaluation forms for each placement undertaken. 
These case reports have been chosen to reflect the variety of clinical work, client groups, 
contexts and theoretical approaches covered during clinical placements. A summary of 
each case report is provided in this dossier. All client names and identifiers have been 
changed to preserve confidentiality.
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Core Adult Mental Health Placement
Placement details
Dates: 27th September 1996 - 27th February 1997.
Supervisor: Dr Farzeen Huq (Clinical Psychologist).
NHS Trust: Pathfinder NHS Trust.
Base: Springfield Hospital, Glenbumie Road, London. SW17.
Summary of experience
This placement provided a thorough experience o f working from a cognitive-behavioural 
perspective with a range o f adult mental health problems, as a member o f a multi­
disciplinary community mental health team (CMHT). Clinical experience with clients 
with more severe and enduring mental health problems illustrated the multiple skills, 
flexibility, and patience needed for working with this population. The experience o f 
working with clients from diverse social and cultural backgrounds developed my 
knowledge o f social, cultural and religious issues and raised my awareness o f their 
relevance to therapy.
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Overview of experience 
Models
The placement provided a thorough experience of working from a cognitive-behavioural 
perspective in the psychological treatment of adult mental health problems. Additional 
supervision was also undertaken for an alternative psychodynamic formulation of OCD, 
breast cancer issues and schema-focused work with borderline personality disorder.
Settings
The placement was based within a multi-disciplinary CMHT. Clinical work was 
undertaken in a range of settings including: An outpatient clinic (based at St George’s 
Hospital, Tooting); a psychology department; an inpatient hospital ward; a day centre, 
clients’ homes; and in vivo exposure work in community settings.
Clinical skills and experience
Through direct clinical work and observation of my supervisor, I developed my 
assessment, formulation, intervention, and report-writing skills with a range of presenting 
problems including: Anxiety (e.g., panic attacks, agoraphobia); depression; PTSD;
childhood sexual abuse; psychosis; borderline personality disorder; and obsessive- 
compulsive disorder. Experience was gained in range of assessment procedures (including 
the WAIS-R, WMS-R, BDI, BAI, SUDS). Clinical experience included work with clients 
from a range of cultural and ethnic backgrounds, including an asylum seeker, and clients 
from the Moslem and Sikh religions.
Meetings, observations and seminars
In order to gain an understanding of the roles and skills of other professionals within the 
CMHT, meetings and observations were undertaken with a consultant psychiatrist, a CPN, 
an occupational therapist. I also attended monthly cognitive therapy seminars at the 
psychology department and monthly research seminars St George’s Medical School.
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Core Learning Disability Placement 
Placement details
Dates: 12th March 1997 - 12th September 1997.
Supervisor: Derek Blackburn (Clinical Psychologist).
NHS Trust: Hastings and Rother NHS Trust.
Base: Community Learning Disabilities Service, 4, Holmesdale Gardens,
Hastings, E. Sussex, TN4 1LY.
Overview of experience 
Summary
This placement provided an excellent opportunity to develop my skills in cognitive and 
behavioural assessment, formulation and intervention procedures, as well as introducing 
systemic ideas. Work with paid and unpaid carers provided both a challenge, and an 
opportunity to learn specific consultation skills. Experience within a specialist 
challenging behaviour service developed my skills and confidence in working with clients 
with challenging behaviours.
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Overview of experience 
Models
The placement provided good grounding in behavioural interventions and assessments 
(such as functional analysis) as well developing my existing skills in cognitive-behavioural 
therapy. Work with the complex systems which surrounded many clients also provided an 
introduction to systemic thinking.
Settings
The placement was based within a multi-disciplinary community learning disabilities 
service (CLDS) and a specialist challenging needs service (CNS). Clinical work was 
undertaken in: An outpatient clinic; clients’ homes (mainly group homes); day centres; 
specialist challenging behaviour units, and in community settings (e.g., in vivo work).
Clinical skills and experience
This placement developed my skills on a number of levels (e.g., staff training, direct 
clinical work with individuals and groups, joint work with other professionals, and indirect 
work through paid carers and relatives). Clinical work was undertaken with clients with 
mild, moderate and severe levels of disability and covered a range of issues including: 
Challenging behaviour; self-injury; depression; bereavement/loss; assertiveness; social 
skills; and anger management. A range of assessment procedures were used (e.g., 
Momentary Time Sampling, direct observations, ABC charts, HALO) and a 
comprehensive functional analysis was undertaken as part of my work within the CNS.
Teaching, research and organisational work
During the placement I conducted a research project which examined the reliability of a 
community participation questionnaire. I also planned and ran a staff training course, 
teaching active listening skills to staff working with older adults with learning disabilities. 
As a member of the team I was involved in the development of a strategic plan for the 
CLDS and the development of a rating scale for the challenging behaviour service.
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Core Children, Adolescents and Families Placement 
Placement details
Dates: 1st October 1997 - 3rd April 1998.
Supervisor: Olga Watts (Clinical Psychologist).
NHS Trust: Richmond, Twickenham and Roehampton NHS Trust.
Base: Leon Gillis Unit, Queen Mary’s University Hospital, Roehampton Lane,
London, SW15.
Overview of experience
Summary
This placement provided an opportunity to develop new skills in the application o f  
systemic theory to clinical practice with children and families, including skills in family 
therapy. It also allowed me to build on existing behavioural and cognitive skills in 
assessment, formulation and intervention with individuals and groups. The challenges o f  
working with some very young children, adolescents and parent helped to broaden my 
repertoire o f clinical skills. Experience and training in the use o f a range o f therapeutic 
materials, such as drawing and painting developed my ability to work creatively in 
therapy.
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Overview of experience
Models
The placement provided an opportunity to learn post-Milan models of systemic therapy 
(including Michael White’s Narrative Theory) and their application to work with 
individuals and families. Broad experience was also gained in behavioural and cognitive 
interventions with children, adolescents and families.
Settings
The placement was based within a multi-disciplinary community mental health team and a 
specialist family therapy service. Clinical work was undertaken in: An outpatient clinic; 
clients’ homes; a day centre for children with disabilities; schools; a Social Services run 
under 5’s centre, and a family therapy clinic.
Clinical skills and experience
My caseload covered children ranging from neonates to adolescents, and children with 
disabilities. This included cases with: Aspergers syndrome; school refusal; temper 
tantrums; encopresis; attention deficit disorder; and eating difficulties. Working with very 
young children, adolescents and some parents presented many challenges and helped to 
broaden my range of clinical skills. In addition to carrying out cognitive, behavioural and 
narrative theory assessments, interventions, and formulations, I also co-facilitated a 
weekly sleep group and participated in weekly family therapy sessions and seminars. A 
range of formal assessment procedures were used, including assessments for Attention 
Deficit Disorder, (e.g., the TOAD), the WISC-R, and various functional analysis 
procedures.
Meetings, observations and courses
Several courses were attended during the placement (working with deaf children; domestic 
violence; “Child’s Play”- using creative materials in therapy with children). Meetings 
included attending a Risk Register case conference and a Bums Clinic ward round.
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Core Older Adults Placement
Placement details
Dates: 23rd April 1998 - 2nd October 1998.
Supervisor: Dr Farzad Shamsavari (Clinical Psychologist).
NHS Trust: Kingston and District Community NHS Trust (Richmond Sector)
Base: Queen Mary’s University Hospital, Roehampton Lane, London, SW15
Overview of experience 
Summary
This placement provided an opportunity to develop my skills and knowledge in 
neuropsychological testing as well as consolidating my abilities in cognitive-behavioural 
assessment, formulation and intervention procedures. Successful work on an inpatient 
unit (changing unhelpful care practices and implementing behavioural programmes) 
taught me the need for persistence, patience and considerable diplomacy when working 
in settings which are resistant to using psychological models alongside more traditional 
medical models. The emphasis on a developmental/life-span perspective o f ageing from 
my supervisor was particularly helpful.
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Overview of experience 
Models
The placement focused on the application of cognitive and behavioural theory to older 
adult work. It also provided an opportunity to develop my skills and knowledge in 
neuropsychological/psychometric testing. Because the supervisor had a special interest in 
transactional analysis, this model was covered in consideration of alternative formulations. 
An emphasis on a developmental/life-span perspective of ageing from my supervisor was 
particularly helpfiil.
Settings
The placement was based within a multi-disciplinary community mental health team and an 
acute psychiatric admission ward which had no previous psychology input. Despite some 
initial resistance from the ward staff, I was able to successfully work alongside other 
professionals to change unhelpful care practices and to implement psychological 
interventions (e.g., a loss group and behavioural programmes). Clinical work was also 
undertaken in: Clients’ homes; day centres; and residential care facilities.
Clinical skills and experience
Clinical experience covered with working with individuals, families, and carers concerning 
a range of presenting problems including: Depression, suicidality, loss/bereavement, self­
neglect, physical health problems, and alcohol abuse. Clients were also seen for cognitive 
testing with presenting difficulties such as: Speech and memory problems; confusion; and 
dementia. A range of neuropsychological assessment procedures were used (e.g., WAIS- 
R; BADS; RBMT; CAMCOG; ME AMS, WCST).
Courses, teaching and supervision
During this placement I attended a conference entitled “Managing Alzheimers Disease” at 
the Royal College of Physicians. As part of running the inpatient group, I gained 
experience of teaching and supervising ward staff who acted as co-facilitators.
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Specialist Placement in Psychodynamic Psychotherapy with 
Adult Mental Health Problems
Placement details
Dates: 14th October 1998 - 1st April 1999.
Supervisor: Helena Crockford (Clinical Psychologist).
NHS Trust: Merton and Sutton NHS Trust.
Base: Sutton Hospital, Cotswold Road, Sutton, Surrey. SM2 5NF.
Summary of experience
This placement provided a broad experience o f working from a psychodynamic 
perspective with individuals and groups o f people with adult mental health problems. 
Based mainly within an acute psychiatric day hospital run along therapeutic community 
lines, the placement provided a good experience o f working with severe and enduring 
mental health problems and enhanced my understanding o f therapeutic community 
models o f treatment. Working as part o f a multi-disciplinary team with a strong 
therapeutic culture was both stimulating and challenging. This experience has developed 
my ability to work collaboratively with other professionals..
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Overview of experience 
Models
The placement focused on the application of psychodynamic theory to clinical practice 
with individuals and groups. In group therapy, many psychodynamic models were 
considered. In individual psychotherapy, competence was gained in the application of one 
main model (Malan) of brief psychodynamic psychotherapy.
Settings
The majority of placement time was based within an acute psychiatric day hospital 
providing short-term (over six months) but intensive (up to five days/week) group therapy 
for people in acute mental health crisis. This facility was run along psychodynamic and 
therapeutic community lines. Brief individual psychodynamic therapy was also undertaken 
with two people who had been referred to a psychology outpatient clinic.
Clinical skills and experience
Through direct participation in groups within the day hospital, observation of team 
members, and supervision I was able to learn how to apply psychodynamic models to 
group therapy with a range of presenting problems including: Personality disorder;
psychosis; childhood sexual abuse; psychosis; severe depression and anxiety; and 
obsessive-compulsive disorder. The experience of working within an acute psychiatric day 
hospital also exposed me to a range of issues including: self-harm, suicidality, childhood 
sexual abuse, risk assessment. Individual psychotherapy with two clients taught me how to 
use the Malan model in assessment, formulation, intervention and report-writing. Outcome 
measures and psychodynamic assessment tools (including the IPP) were also considered.
Meetings, visits, observations and seminars
The day hospital was staffed by a multi-disciplinary team with a strong therapeutic culture 
and provided an excellent experience of working collaboratively with other professionals. 
Seminars attended include: Art therapy with older people; Henderson Outreach service.
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Specialist Placement in Systemic Social Constructionist 
Consultation with Adult Mental Health Problems
Placement details
Dates: 2V* April 1999 - 27th August 1999.
Supervisor: Dr Karen Partridge (Clinical Psychologist & Systemic Psychotherapist).
NHS Trust: Kingston and District Community NHS Trust (Richmond Sector).
Base: Richmond Royal Hospital, Kew Foot Road, Richmond. TW9 2TE.
Summary of experience
This placement provided an opportunity to learn how to apply post-Milan systemic social 
constructionist models to individuals, couples, families and groups o f people with adult 
mental health problems. During supervision, consideration was also given to the 
application o f these models to organisational issues. Based mainly within an systemic 
team, the placement provided a good experience o f working in different roles within a 
specialist family therapy team (e.g. as the main therapist, the team, or as part o f a 
reflecting team).
Overview of Specialist Systemic Placement 138
Overview of experience
Models
This placement focused on the application of systemic theory (primarily post-Milan social 
constructionist models), including Narrative therapy, to adult mental health problems. 
However, the placement also provided an opportunity to develop my clinical skills and 
theoretical knowledge of structural, strategic and Milan models of systemic therapy.
Settings
The placement was located within a specialist systemic team providing systemic therapy to 
individuals, couples and families within an Adult Mental Health Service. The systemic 
team also provided specialist systemic consultation concerning the application of systemic 
thinking to mental health teams and other organisational settings. Direct observation of 
these consultations and participation in the team’s academic reading seminars further 
developed my ability to apply systemic thinking to a range of contexts within the NHS.
Clinical skills and experience
Experience was gained both as a primary therapist and member of a therapy team in 
systemic consultations with individuals, couples and families with a range of presenting 
problems including: depression, anxiety, marital difficulties, psychosis and difficulties 
related to childhood sexual abuse. This developed my skills in the application of a range 
of systemic models to assessment, formulation, intervention and report writing, and 
provided intensive experience of both observing and receiving live supervision.
Meetings, observations and seminars
During the placement I was involved in the planning and supervision of a hearing voices 
group (primarly for people with schozophrenia) which was run along systemic lines. I also 
participated in monthly Adult Psychology Department meetings. Seminars attended 
include: A Hearing Voices Network one day workshop; systemic therapy with people with 
learning disabilities; dialectical behaviour therapy seminar within the psychology 
department.
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Behavioural-Cognitive intervention in the Case of a 37 Year Old 
Man with Obsessive Compulsive Disorder
Summary
Assessment
M was a 37 year old man referred by his GP for ‘psychological therapy’. He presented 
with depression and multiple obsessive-compulsive problems relating to worries about 
catching disease. His obsessions included: worrying about catching AIDS from marks on 
the pavement; and worrying about catching cancer from traffic fiimes. His compulsions 
included: checking rituals (e.g., checking marks to see if they were blood), cleansing 
rituals (e.g., puffing out/holding his breath), and avoidance behaviours. M reported feeling 
depressed since he was 8 years old but did not wish to tackle this during therapy. He 
worked as a Civil Servant, lived alone and had few friends. A thorough cognitive- 
behavioural initial assessment was conducted, including the administration of the Beck 
Depression Inventory (BDI), the Beck Anxiety Inventoiy (BAI) and the Maudsley 
Obsessive-Compulsive Inventory (MOCI). This was supplemented by self-monitoring 
data (the frequency of each problem and a dairy of thoughts and behaviours). Assessment 
revealed that M had ‘mild to moderate levels’ of anxiety and ‘normal’ levels of depression. 
His scores on the MOCI were also within the ‘normal’ range.
Formulation
A cognitive-behavioural formulation of M’s difficulties suggested that his OCD problems 
had been originally triggered when he felt depressed at the age of 18. It was hypothesised 
that the central concerns of his obsessions (health worries) stemmed from his early 
experiences of his mother having a sudden and chronically-disabling stroke. A clear 
maintenance cycle was identified whereby: In response to specific internal and external 
triggers M experienced obsessional thoughts which led to conditioned anxiety responses. 
His compulsive behaviours led to a reduction in this anxiety, which negatively reinforced
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them and prevented habituation to the feared stimuli. This cycle reinforced his obsessional 
thoughts and compulsive behaviours, increasing the likelihood that they would occur 
again. M’s suitability for behavioural-cognitive intervention and possible obstacles to 
treatment were also considered.
An alternative psychodynamic formulation examined the intra-psychic conflicts and early 
object relations which might account for his OCD.
Intervention
M attended 11 weekly sessions of behavioural-cognitive therapy. Intervention progressed 
through four stages. The first stage involved preparatory interventions, including the 
presentation of the formulation, developing a hierarchy of problems and introducing the 
use of self-monitoring techniques and homework between sessions. The second stage 
involved working though the hierarchy of problems using exposure and response 
prevention tasks, and self monitoring. This included in vivo work. The third stage 
involved overcoming blocks to therapy and difficulties in homework tasks. The final stage 
involved reviewing progress and handing over to my supervisor for continuation of 
therapy and relapse prevention work.
Outcome/evaluation
A detailed evaluation of outcome was presented including graphs of BAI scores over 
treatment. These indicated that M’s anxiety levels had fallen to within normal limits. An 
analysis or M’s Subjective Units of Distress, a frequency count of his compulsive and 
avoidance behaviours and his subjective reports also suggested a positive response to 
treatment. The problems encountered in treatment, the behavioural-cognitive and 
psychodynamic formulations, and the lessons learned from this case were also considered.
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A Multi-Element Behavioural Assessment of Challenging 
Behaviour
Summary
This report describes the detailed behavioural assessment of a man presenting with 
challenging behaviour using a Multi-Element Behavioural Model (Baker, LaVigna and 
Willis, 1997)3. This model seeks to understand the challenging behaviour in terms of it's 
communicative functions, the relevant factors specific to the individual, and factors in their 
environment which may contribute to the challenging behaviour. Intervention, based on 
this model, attempts to incorporate each of these factors into a set of proactive and 
reactive strategies. There is an explicit focus on the enhancement of the individual’s 
quality if life and the use of only non-aversive strategies.
Assessment
Nick was a 39 year old man with Athetoid Cerebral Palsy who was referred to the 
specialist Challenging Needs Service (CNS) by the residential manager of the group home 
where he lived because of “physically intimidating behaviour towards other clients and 
staff’. This was described as a long-standing behaviour, however, the frequency of this 
behaviour had recently escalated prompting a referral. A Challenging Needs Matrix, 
devised by the CNS, suggested that Nick’s behaviour had a moderate to high impact on 
his life compared to other local clients referred to the CNS. Nick was reported to have 
significant bilateral hearing loss and did not appear to use any speech. A speech and 
language therapy assessment suggested that he was able to use three Makaton signs.
The initial assessment interviews with staff at Nick’s home revealed 15 target behaviours 
which were considered to be problematic. These included harming himself (e.g., head 
banging), attacking others (e.g., kicking others) and behaviours which were regarded as
Baker, P„ LaVigna, G. and Willis, T. (1997) Understanding and responding to challenging behaviour: a multi-element approach. In W. 
Fraser, D. Sines and M. Kerr (eds) HALLAS’ Caring fo r  people with learning disabilities (9th edition). Oxford: Butterworth Heinemann.
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inappropriate (e.g., being noisy). A comprehensive assessment procedure including a 
rigorous functional analysis, was conducted over three months. This comprised: A case 
note review; interviews with Nick’s carers; 4 hours of non-participant Momentary Time 
Sampling; analysis of ABC incident analysis forms; and an examination of his weekly 
activities. The Guernsey Community Participation and Leisure assessment, the Pathways 
to Independence Checklist, a reinforcement inventory, and daily recordings of each of the 
identified challenging behaviours were completed by Nick’s keyworker. His medication 
regime was also considered by the CNS team.
Formulation
No major life events or changes could be identified which could account for the apparent 
escalation in Nick’s behaviour. However, there were some ‘challenging’ factors in his 
environment which may have precipitated an escalation. These included: Low levels of 
social contact; and large amounts of time spent alone not engaged in meaningful activities. 
The functional analysis revealed that Nick’s challenging behaviours appeared to serve 
important communicative functions, including communicating his physical needs and 
communicating feelings of frustration. His challenging behaviours were considered to have 
been learned via operant conditioning processes of intermittent positive and negative 
reinforcement. An alternative psychodynamic formulation examined the early object 
relations which might account for Nick’s challenging behaviours.
Outcome/evaluation
Based on the assessment information an action plan identifying proactive strategies 
(ecological, positive programming and focused support) and reactive strategies (response 
contingencies, damage limitation) was presented. At the time of writing the report the 
CNS was involved in negotiations with the key management personnel and staff of Nick’s 
home and local purchasers, in order to secure support for these plans. The problems 
encountered in assessment, methodological considerations of the assessment and the 
lessons learned from this case were also considered.
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From a Cognitive to a Systemic Approach in the Treatment of 
Panic Attacks and School Refusal
Summary
Assessment
L was a 15 year old girl referred by a clinical psychologist within the department because 
of concerns about poor attendance at school and arguments with her mother. She 
described three issues of concern: These were panic attacks at school and when shopping, 
anger towards her mother, and “secrets” within the family about her mother’s past. 
Assessment sources were: Initial interviews with L; school attendance records; completion 
of the Harter Self-Esteem Questionnaire - Modified; and the State Trait Anxiety Inventory 
for Children. Assessment revealed that there were long-standing difficulties in L’s 
relationship with her mother.
Formulation
A differential diagnosis of attatchment disorder or school phobia was considered and ruled 
out. A cognitive-behavioural formulation of L’s difficulties suggested that her panic 
attacks had been precipitated when she had experienced normal anxiety responses which 
were misinterpreted as “feeling ill”. A number of vulnerability factors (such as having a 
mother with ongoing mental health problems) were identified. A clear maintenance cycle 
was identified whereby: In response to specific internal and external triggers L
experienced anxiety symptoms. These led to catastrophic negative automatic thoughts, 
which in turn led to further anxiety symptoms. Her avoidance and escape from of 
situations where she “felt ill” negatively reinforced her beliefs that she would eventually 
pass out or lose control if she entered or stayed in certain situations. L’s panic attacks 
were hypothesised to have exacerbated existing difficulties in her relationship with her 
mother. Her suitability for behavioural-cognitive intervention and possible obstacles to 
treatment were also considered.
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Reformulation and intervention
L attended 3 weekly sessions of cognitive-behavioural therapy. Despite some progress 
over the course of these sessions, it became apparent that the relationship difficulties with 
her mother had worsened and L had refused to go to school altogether. It was 
hypothesised that L’s problems were serving a function within her family situation and that 
a systemic approach was indicated. It was decided that L’s presenting problems might 
best be understood using Michael White’s narrative theory (based on an evolutionary 
cybernetics model). Her suitability for this approach and possible obstacles to treatment 
were also considered. From this perspective, it was hypothesised that L’s presenting 
problems were embedded in a “problem saturated definition” of her family and 
relationships. Because the problem continued to be ascribed to the persons and 
relationships in the family, leading to anger and blame, they continued to be restrained by 
it. Therapy therefore focused on using various techniques which freed the family from the 
restraints of the problem saturated definition. The aims was to encourage them to develop 
the aspects of their experience which contradicted this story, leading to the emergence of a 
new problem-free story of family life.
Outcome/evaluation
L and her mother attended 8 weekly sessions of narrative therapy with two therapists. An 
evaluation of outcome was based on subjective reports, therapist observations and school 
attendance records. L and her mother reported that they did not notice any improvements 
and there were no improvements in school attendance. However, therapist observations 
identified small but important changes in the way pair related to each other and in the 
ways they described the problem. These changes were consistent with the aims of the 
deconstruction stages of therapy. Lessons learned from this case, including the difficulties 
of working with a complex system (which included school personnel and other agencies), 
are discussed. Finally, the advantages and disadvantages of the change of theoretical 
framework were also considered.
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The Neuropsychological Assessment of an 82 Year Old Man with 
Speech and Memory Problems in the context of Marital Conflict
Summary
Assessment
Mr White, an 82 year old man was referred by his GP for neuropsychological assessment 
because of speech problems (word finding difficulties and dysphasia), memory loss and 
marital difficulties. The results of an initial screening assessment (Cambridge Cognitive 
Examination; CAMCOG) conducted by my supervisor suggested that he was suffering 
from a dementing illness, but that further assessment was needed to clarify the nature and 
extent of his difficulties and any recommendations for fiiture care planning. Initial 
assessments sources were interviews conducted with Mr and Mrs White separately, 
examination of previous CAMCOG, Geriatric Depression Inventory, Mini Mental State 
Examination and CT scan investigations. The assessment information suggested that Mr 
White’s word finding difficulties began quite suddenly one year ago, while his memory 
loss had developed slowly over the past two years. The marital difficulties appeared to be 
long standing and there was some disagreement between the couple as to whether they 
had recently worsened. Mr White’s physical health was good, although his medical 
records suggested that he had experienced a temporary heart blockage and hypertension 
nine months previously. Furthermore, a CT scan suggested some focal and generalised 
cerebral atrophy. An important issue to emerge from the assessment information was that 
Mr White’s pre-morbid personality was characterised by features of impulsivity, rigidity 
and apathy.
Mr White was assessed using the National Adult Reading Test (NART), Wechsler Adult 
Intelligence Scale- Revised (WAIS-R), Behavioural Assessment of Dysexecutive 
Syndrome (BADS), and Modified Card Sorting Test (MCST). His behaviour during 
testing was discussed. The results of the WAIS-R revealed that he was functioning in the
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low average range, while his pre-morbid functioning (as estimated by the NART) was 
within the high average range, suggesting a deterioration in cognitive functioning. His 
performance on all sub-tests of the WAIS-R was impaired but there was no significant 
discrepancy between his verbal and performance IQ’s. His performance on the BADS and 
MCST were within the impaired range and consistent with a pattern of frontal 
dysfunction. The assessment information was considered in relation to the relevant 
literature.
Outcome/evaluation
It was concluded that the most tenable hypothesis was that Mr White had a history of 
mild Dysexecutive Syndrome and had recently experienced a stroke, or series of small 
strokes, which accounted for his diffuse cognitive difficulties and sudden onset of word- 
finding difficulties. While it remained possible that Mr White was suffering from the early 
stages of a dementing illness, the most likely being Alzheimer’s disease and/or Vascular 
Dementia, it was decided that there was insufficient evidence from the assessment 
information to support such a conclusion.
The recommendations for further investigations and suggestions for future care planning 
are outlined. Lessons learned from this case and limitations of the assessment procedure 
are considered.
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Brief Psychodynamic Therapy with a Woman who had been 
Sexually Abused in Childhood
Summary
Assessment
Annie was a 37 year old woman referred by her GP for ‘counselling for sexual abuse’. 
She presented with feelings of depression. Her main concern was that she repeatedly got 
into pattern in interpersonal relationships where she took care of other people and avoided 
conflict at the expense of her own needs and wishes. She also disclosed that she had 
experienced sexual abuse, neglect and witnessed domestic violence as a child. Annie was 
openly gay and had “come out” at the age of 14. She reported that she had only begun to 
feel that she had problems since she had become involved in a relationship with a woman 
who had children. This had made her grieve for the things she had missed out on as a 
child and made her realise that she was “getting herself into a mess” financially in trying to 
take care of this woman, and feeling that she needed to tell lies to avoid being rejected or 
getting into conflict. Annie worked as a Housing Officer and lived with her ex-partner but 
had few friends. Assessment sources were: Initial interviews with Annie; the Clinical 
Outcomes Routine Evaluation (CORE); and the Inventory of Interpersonal Problems-32 
(IIP-32). Provisional hypotheses suggested that a brief psychodynamic approach was the 
most appropriate form of therapy for Annie’s presenting difficulties. Her suitability for 
this form of therapy was considered
Formulation
A psychodynamic formulation of Annie’s difficulties, based on the Malan model, 
suggested that central to her difficulties appeared to be hidden (unconscious) feelings of 
vulnerability. These were hypothesised to have originated in her childhood experiences of 
abuse and neglect and had recently been aroused by entering a loving relationship and 
spending time with her partners children. Her family history meant that she had always
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been unable to express feelings of vulnerability due to anxieties that she would be rejected, 
abandoned or hurt if she showed her true feelings. To keep these feelings out of 
conscious awareness, she swung between two “false self’ defences: Placation (e.g., taking 
care of others); and concealment (e.g., denying her true feelings). These were represented 
in a “triangle of conflict”, which consisted of her defences, anxieties and underlying hidden 
feeling. A second triangle, the “triangle of person”, represented how the triangle of 
conflict was manifested in her current relationships, the transference in therapy, and her 
early relationships (e.g., with parents).
Intervention
Annie attended 11 weekly sessions of brief psychodynamic psychotherapy. Intervention 
progressed through three stages. The first stage involved understanding the triangle of 
conflict in relation to a current problem in Annie’s life. This was achieved through a 
process of questioning and interpretation of her defences, anxieties and hidden feelings. 
Issues of projective identification and transference were considered in supervision The 
second stage involved understanding and working though the triangle of person by making 
links between her defences, anxieties and hidden feelings in her current relationships, the 
transference, and her past relationships. Again, this was achieved through a process of 
guided discovery using questions and interpretations. The final stage focused on the 
termination of therapy in order to facilitate a “here and now” working through of the 
stages described above.
Outcome/evaluation
During therapy, after trust issues had been addressed, a second and different triangle of 
conflict appeared to emerge. It was agreed that Annie would be referred for more long­
term psychotherapy following termination, in order to address these issues separately. 
Subjective reports from Annie, therapist observations and Annie’s scores on the CORE 
and IIP-32 suggested she had made good progress in therapy. The lessons learned from 
this case, their relevance to therapy with survivors of sexual abuse, and alternative 
interventions which may have been helpful, were also considered.
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Summary of the Research Dossier
This section comprises four research components completed over three years. These are 
presented in order in which they were conducted in order to show how my research skills 
have developed during training. The first component is a literature review from Year 1. 
This examines the efficacy of hypnosis as an adjunctive procedure to cognitive-behaviour 
therapy with adult mental health problems. The second component is a service-related 
research project which was completed in Year 2. This examines the test-retest reliability 
of a questionnaire designed to measure community and leisure participation in people with 
learning disabilities. This research was conducted in the context of a placement and so the 
implications for service provision are considered as well as theoretical aspects. The small 
scale research project, completed in Year 2, examines the mental health correlates of 
bullying in middle childhood. This theme is continued in the large scale research project, 
completed in Year 3, which examines the mental health correlates of bullying and the role 
of attributional style in psychopathology in adolescence. The small and large scale 
research projects utilised similar measures and were drawn from a matched target 
population to allow valid comparisons to be made between the results of these two 
studies.
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Hypnosis as an Adjunct to Cognitive-Behavioural Therapy with 
Adult Mental Health Problems
Abstract
A recent meta-analysis by Kirsch, Montgomery and Sapirstein (1995) suggested that 
adding hypnosis to cognitive-behavioural therapies substantially enhances their 
effectiveness. This literature review examines the efficacy o f hypnosis as an adjunct to 
cognitive-behaviour therapy (CBT) with adult mental health problems. The various non­
state theories o f hypnosis are examined (including cognitive-behavioural, imagination, 
relaxation and suggestibility theories). This is followed by a critical evaluation o f the 
published research which has compared the effectiveness o f cognitive-behavioural 
therapy alone to cognitive behavioural therapy in a hypnotic context. Considerable 
methodological weaknesses were identified in the majority o f the studies reviewed. For 
example, many studies did not examine the relationship ofhypnotisability to outcome and 
some studies did not include follow-up data. Despite these limitations, the literature to- 
date appeared to support the efficacy o f hypnosis as an adjunct to CBT. Hypnosis had 
differential effects on outcome depending on whether it was used as an adjunct to 
primarily behavioural or primarily cognitive interventions. In primarily behavioural 
interventions, hypnosis enhanced outcome on behavioural measures and in primarily 
cognitive intervention, hypnosis enhanced outcome on cognitive measures. Furthermore, 
in studies where follow-up data was collected, the efficacy o f hypnosis as an adjunct to 
CBT appeared to increase over time. These findings are discussed in relation to the 
different theoretical models o f hypnosis and suggestions for future research are 
highlighted.
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Hypnosis as an Adjunct to Cognitive-Behavioural Therapy with 
Adult Mental Health Problems
Introduction
Hypnosis is often regarded as a “fringe” activity by clinical psychologists. This is 
supported by a lack of formal training on doctoral courses and the relatively few 
accredited training courses available to post-qualification psychologists. Undoubtedly, 
this apparent lack of interest is due in part to the recent upsurgence of popular stage and 
television shows which promote hypnosis as a “magical” or “mysterious” form of 
entertainment. At best, these shows give hypnosis the reputation of being a bit of 
harmless fun, at worst as a dangerous and unethical procedure. The recent False Memory 
Syndrome (FMS) debate (Loftus, 1993; Ofshe & Watters, 1993; Yapko, 1994) has further 
fuelled professional scepticism because it has been reported that hypnosis is a means of 
creating false memories (see Mollon, 1995; Whithers & Mitchell, 1995).
Another possible reason for a lack of interest in hypnosis may be because of the sustained 
and growing popularity of cognitive behavioural therapies. Meta-analyses consistently 
suggest that cognitive-behavioural therapies are more effective than psychodynamic 
therapies which in turn are more effective than placebo treatment, counselling or client- 
centred therapy with neurotic, phobic, depressive and psychosomatic disorders (Smith, 
Glass & Miller, 1980; Andrews & Harvey, 1981). However, the results of a small body of 
comparative research and single case reports from the professionals who use hypnosis in 
their clinical practice coupled with the results of a meta-analysis by Kirsch, Montgomery 
and Sapirstein (1995), suggest that adding hypnosis to cognitive-behavioural therapies 
substantially increases their effectiveness.
The aim of this paper is to review published research to-date which examines the efficacy 
of hypnosis as an adjunctive procedure to cognitive-behavioural therapy and to propose 
future directions for research in this area. Before going on to examine the research it will
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be necessary to familiarise the reader with the concept of hypnosis and current theories of 
hypnosis. Because of the issues discussed above, no prior knowledge of hypnosis will be 
assumed.
What is hypnosis?
Hypnosis does not constitute a form of therapy in it’s own right, (Frischolz & Spiegel, 
1983), it is a procedure which can be used as an enabling context for the delivery of 
therapeutic interventions, (Oakley, Alden & Mather, 1996). Some authors even suggest 
that the use of the terms hypnotherapist or hypnotherapy are misleading and should be 
abandoned altogether (e.g., Vingoe, 1987).
Whilst most people are familiar with the concept of hypnosis, it is difficult to find a 
commonly agreed definition of it. Definitions are often based on a description of the 
hypothesised psychological processes underlying hypnosis. There has been considerable 
debate and little agreement over the last 40 years concerning these processes. On the one 
hand the “state” theorists propose that hypnosis leads to an altered and unique state of 
consciousness or “trance” (see Erikson, 1980; Hilgard, 1986; Fromm, 1979), while on the 
other, the “non-state” (or socio-cognitive) theorists argue that hypnosis is not a special 
state of consciousness but rather a result of social and cognitive process that also occur in 
situations not labelled as hypnosis (Barber, 1969).
Heap (1996) proposes a definition of hypnosis that is independent of any specific theory 
by describing what is taking place when people say they are “doing hypnosis” and by 
describing phenomena that commonly arise during hypnosis. He describes hypnosis as an 
interaction between two individuals, one is labelled the “hypnotist” and the other the 
“hypnotic subject”. The hypnotist communicates with the subject using “suggestions”. 
These are verbal statements intended to direct the subject’s imagination in a way that leads 
to alterations in thoughts, feelings or behaviours or “trance” state.
Literature Review 156
Suggestions and “trance” are described by Heap (1996) as having a two-way relationship, 
where suggestions are intended to encourage a subject to assume a “trance” state, and 
“trance” may increase a person’s responsiveness to suggestion (Hilgard, 1965). The 
subjective experience of responding to suggestion has an “automatic” or “involuntary” 
quality. People vary according to their responsiveness to suggestions during hypnosis. 
This response can be measured using “suggestibility” scales (see Fellows 1988, for a 
discussion). Suggestibility is believed to be a reliable characteristic which remains stable 
across a person’s lifetime peaking just before adolescence (Gardner & Olness, 1981).
Hypnosis typically begins with a series of suggestions which encourage a person to relax 
and enter a “trance”, this is termed “hypnotic induction”. These are sometimes followed 
by procedures which encourage a subject to experience the “involuntary” qualities of 
suggestions such as arm levitation, and are termed “deepening” procedures. A particular 
type of suggestion sometimes used is “post-hypnotic suggestion” where a response is 
suggested that will occur after the hypnosis session.
Phenomena believed to have an increased probability of occurring during hypnosis are: 
relaxation, (Benson, 1975); time distortion, usually in the direction of underestimation 
(Von Kirchenheim & Persinger, 1991); amnesia for events, (Cooper, 1972); reduced 
intensity in the experience of pain and discomfort and increased tolerance of pain and 
discomfort, (Hilgard, Morgan & Macdonald, 1975); enhanced predisposition to go to 
sleep, (Anderson, Dalton & Basker, 1979); tolerance of logical incongruities, (Fromm, 
1979); age regression, (Hilgard, 1986); and age progression, (Lane, 1980).
BehaviouralCognitive and Social psychological theories of hypnosis
Non-state theorists reject the altered state construct because all of the phenomena 
produced by hypnotic induction have also been produced without hypnotic induction 
(Barber, 1969; Hilgard, 1965). Increases in suggestibility said to be a result of hypnotic 
induction have been created outside the hypnotic context using imagination training (Katz, 
1979) or by the use of placebo pills (Glass & Barber, 1961). And no physiological
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markers of the hypothesised hypnotic state have been identified, (Sarbin & Slade, 1972). 
While each varies slightly in emphasis, the different socio-cognitive theories have many 
similarities.
Cognitive-behavioural theory
Hypnotic subjects behave in a way that complies with the perceived expectations and 
demands of the situation, (Spanos 1982; 1986a). This does not imply that subjects are 
faking but rather that they are selectively attending and responding to certain types of 
information based on their personal and cultural beliefs. Barber, Spanos and Chaves 
(1974) propose that hypnosis can be explained as “a willingness to think along with and 
imagine suggested experiences, and a readiness to put other thoughts out o f one’s mind”. 
In support of this model, Barber and Wilson (1977) demonstrated the effectiveness of 
“think with” procedures in comparison with traditional induction methods. A major 
criticism of this standpoint is that measurable and relatively stable individual differences in 
hypnotic responding can be found, suggesting the existence of a hypnotic “trait”. 
However, the stability of hypnotic responding has been more recently criticised by Spanos, 
Cross, Menary, et ah, (1988) who have demonstrated that responsiveness can be modified 
through training and that these changes remain over a 2XA year period.
One author views the traditional models proposed by schools of cognitive-behaviour 
therapy (e.g., Beck, 1976; Ellis, 1962; Meichenbaum, 1974), and the concept of hypnosis 
as synonymous: Araoz (1981) argues that all psychological difficulties can be explained in 
terms of “negative self hypnosis”, which is characterised by non-critical thinking, active 
imagery and powerful post-hypnotic suggestions in the form of negative self-suggestions. 
He believes that all of the techniques used by cognitive-behaviour therapists in a non­
hypnotic context are essentially hypnotic, although not labelled as such and that the 
enhanced efficacy of cognitive-behavioural procedures with hypnosis is due to the fact that 
negative-self-hypnosis is the causal mechanism in psychological distress. However, this 
does not explain why hypnosis might be useful in addition to cognitive-behavioural 
techniques unless a hypnotic context enhances access to the mechanisms of negative-self
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hypnosis. Araoz’s (1981) claims are dubious on scientific grounds because correlation 
does not suggest causality and he cites little empirical evidence to back his case. 
Furthermore, the argument is logically circular because, if hypnosis operates as a 
cognitive-behaviour therapy, it is difficult to see why it would be of any additional value. 
Nonetheless, his model of hypnosis offers a promising cognitive explanation of hypnosis 
and could explain why highly susceptible individuals might benefit more from cognitive- 
behaviour therapy in a hypnotic context.
Kirsch (e.g., 1993, 1996) is the most recent proponent of expectancy theory. He claims 
that hypnosis operates as a powerful psychotherapeutic placebo effect by enhancing 
response expectancy in people with positive attitudes towards hypnosis. Kirsch (1996) 
points out that the strength of the placebo effect depends on the degree to which it is 
expected, for example, placebo morphine is more effective then placebo aspirin, (Evans, 
1974). Response expectancies are important causes of psychological distress, for 
example, expectancy causes phobic individuals to avoid situations where fear is 
anticipated. Individual differences in hypnotic susceptibility have been explained in terms 
of expectancy, where people exposed to manipulations in expectancy have experienced 
increased hypnotic susceptibility, (Wickless & Kirsch, 1989). The major problem with this 
theory is it’s circularity, because Kirsch (1996) argues that all the effects of psychotherapy 
are due to placebo effects regardless of the psychological mechanism producing them.
Imagination theory
This model proposes that hypnotic responsiveness is simply an intensification of normal 
imaginative processes and that hypnosis simply taps into hypnotic experiences that have 
already been formed. In its support, small but significant correlation’s have been obtained 
between hypnotic susceptibility and imaginative disposition (Shor, Ome & O’Connel, 
1962; Hilgard, 1970; Tellegen & Atkinson, 1974). This hypothesis has been supported by 
Wilson and Barber’s (1983) finding that highly hypnotisable people are “fantasy-prone” 
(that they have a high incidence of fantasy experiences in everyday life). However, more
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recent research by Lynn and Rhue (1988) does not support these findings because they 
found that some, not all highly hypnotisable subjects are “fantasy-prone”.
Relaxation theory
Edmonston (1981) views hypnosis as a from of relaxation. This theory draws support 
from self reports of people who have been hypnotised and from research showing that 
hypnosis and relaxation are very similar on physiological and behavioural measures. 
However, this theory has been criticised because it is only concerned with the effects of 
hypnotic induction which normally consists of a relaxation procedure and fails to 
adequately explain phenomena such as age regression, analgesia and hallucinations are 
produced (see Fellows, 1990). Another criticism of the theory is that hypnotic induction’s 
which involve active-alert procedures have been demonstrated to be equally effective to 
traditional relaxation induction’s on hypnotic responsiveness and subjective experiences 
(see Banyai & Hilgard, 1976; Fellows & Richardson, 1993).
Suggestibility theory
This theory postulates that hypnosis is a form of intensified suggestibility (Hull, 1933; 
Weitzenhoffer, 1953). Suggestibility is defined as the ability to translate a thought into 
action, (Araoz, 1981). This theory has become less popular due to an emphasis on the 
role of individual processes rather than external forces of suggestion. Furthermore, data 
examining the relationship of increased suggestibility and outcome is sparse and 
conflicting (see Perry, Gelfend & Marcovitch, 1979) which has led a perception that 
suggestibility is less important or possibly interacts with other factors such as motivation 
or expectancy.
Role-enactment theory
This theory explains hypnosis as a form of role-playing where the subject plays the role of 
a hypnotised person, it implicates the role of historical and cultural beliefs about hypnosis 
(Sarbin & Coe, 1972). This has been supported by data showing small but positive
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relationships between acting skills and hypnotic responsiveness (Sheehan & Perry, 1976), 
but it lacks further empirical support.
Hypnosis as an adjunct to cognitive-behaviour therapy
As mentioned above, Kirsch et al (1995) have recently published the findings of a meta­
analysis which examined the efficacy of hypnosis as an adjunct to cognitive-behaviour 
therapy. This statistical procedure was conducted on the 18 available studies which have 
compared a cognitive-behavioural therapy with the same therapy supplemented by 
hypnosis. The authors concluded that hypnosis can have a significant enhancing effect on 
outcome, with clients who had received a cognitive-behavioural therapy with hypnosis 
doing better than at least 70% of clients who had received cognitive-behavioural therapy 
without hypnosis. Results suggested that the effects were particularly pronounced for 
hypnotic treatments of obesity and that this effect was enhanced over time (at long term 
follow-up). The large variance in effect sizes suggested the presence of a moderator 
variable which only affected physiological variables and studies where obesity was the 
presenting problem. However, as obesity was the focus of treatment in the greatest 
proportion (five) of the studies, it is possible that these findings are misleading because of 
a bias in the data. Further statistical analyses were conducted in an attempt to identify 
possible moderating variables. Type of dependant variable, the use of relaxation 
instructions, the use of additional suggestions and participant motivation for change were 
all eliminated as potential moderators. Results suggested however that length of follow- 
up in hypnotic treatments of obesity was a moderator variable.
The findings of Kirsch et al (1995) should be viewed with caution because of the 
substantial methodological weaknesses of meta-analyses. Firstly, the validity of the 
results relies on the quality of the design of the studies which are used in the analysis. As 
described below, at least two of the studies included had considerable methodological 
weaknesses which limit their usefulness and may confound the results of the meta-analysis. 
Secondly, it has been argued that there is a bias in published research towards studies with 
significant findings, (Fyfe-Schaw, 1995). This may lead to Type I errors (false positive) in
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meta-analysis results because it does not take account of studies where the technique has 
not been found to be efficacious. Thirdly, meta-analyses do not take account of 
potentially valuable qualitative data, this limits the analysis to a subset of data which may 
be unrepresentative (Wood, 1995). Fourthly, there are also a number of statistical 
problems inherent in meta-analyses which may threaten the reliability and validity of 
results. These include statistical correction procedures for the variance of effect-sizes and 
the use of formulae to calculate effect sizes for longitudinal data (Wood, 1995). Fifthly, 
the process of meta-analysis is heavily subject to reviewer bias, (Wood, 1995). Finally, 
meta-analyses have been criticised for their concentration on overall effects at the expense 
of the discovery of possible interaction or mediating variables (Fyfe-Schaw, 1995).
The literature
Rothbaum and Foa (1992) outline five criteria which must be fulfilled in a well designed 
outcome study to enable strong inferences to be made from it’s results. These are:
1. A diagnostically homogenous sample based on systematic inclusion and exclusion 
criteria for subjects (describing impairments, problems and symptoms) and 
identification of targets for change.
2. Random assignment to treatment and non-treatment conditions (minimally a no­
treatment waiting list, ideally, a placebo control group).
3. Clear description of treatment to allow replication.
4. Reliable and valid measures of target problems (dependant variables). Assessment at 
pre-treatment, post-treatment and follow-up.
5. A logical relationship between the disorder, it’s conceptualisation, treatment and 
measurement of treatment efficacy.
A literature search was conducted using Psychlit (search terms cognitive-behavioural 
hypnotherapy, hypnosis and psychotherapy, hypnosis and behaviour therapy, 
hypnotherapy, and hypnosis as an adjunct to therapy). Seventeen references were 
identified based on the following inclusion criteria:
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a) a primarily cognitive or behavioural therapy was administered to at least one group of 
participants in a hypnotic context.
b) the same therapy was administered to at least one group of participants in a non­
hypnotic context.
c) a diagnostically homogenous sample based on systematic inclusion and exclusion 
criteria for participants,
d) studies which satisfied at least four of the five (Rothbaum & Foa, 1992) criteria 
outlined above.
e) hypnotisability (if included) was measured using a recognised and standardised 
hypnotisability scales.
No new references were available further to those reviewed by Kirsch et al (1995). Two 
studies reviewed by these authors were excluded because they did not fulfil at least two of 
the criteria outlined above. These were: A study by Lazarus (1973) which used a 
diagnostically heterogeneous sample, did not feature random assignment to groups and 
based it’s measurement of outcome on anecdotal evidence; and a study by Deabler, Fidel 
and Dillenkoffer (1973), because participants were not randomly assigned to groups and it 
did not include a follow-up period. Of the fifteen remaining studies, 1 study 
(Schoenberger, 1993) was unobtainable at the time of review because it constituted an 
unpublished doctoral dissertation, 1 reference (Graham et al., 1975) was cited but not 
referenced in Kirsch et al (1995) and could not be located, 1 reference (Bomstein & 
Devine, 1980) was not available at the time of writing this review. Therefore, twelve 
papers will be reviewed. These are summarised in appendix 1.
There was a trend in the literature to use hypnosis as an adjunct to cognitive-behavioural 
therapy in five different ways:
1. with relaxation techniques
2. with systematic desensitisation
3. with covert modelling
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4. with behaviour modification/behavioural management techniques.
5. with cognitive restructuring techniques
Although it is acknowledged that the distinction between cognitive and behavioural 
interventions is a fuzzy one with each involving components of the other (see Kirsch et ah, 
1995), the first four categories above are best described as primarily behavioural 
interventions and the latter category as primarily cognitive interventions.
1. Relaxation
Three studies compared relaxation with and without hypnosis to waiting list controls. The 
results of two of these suggest that the use of hypnosis as an adjunct to relaxation therapy 
can significantly enhance outcome. McAmmond, Davison and Kovistz, (1971) compared 
group relaxation with and without hypnosis, for the treatment of stress reactions in a 
dental situation. Participants with a low baseline level of arousal did not show any 
significant differences immediately post treatment on physiological or subjective measures. 
Participants with a high baseline were found to benefit the most from the hypnosis 
treatment. Furthermore, at five months follow-up, 100% of the hypnosis group had 
received dental care compared to only 50% of the comparison group, showing the 
superiority of hypnosis on behavioural measures.
A study by Sullivan, Johnson and Bratkovitch (1974) compared relaxation with and 
without hypnosis for the treatment of anxiety following organic brain damage. This was 
the only relaxation study to examine the relationship of hypnotic susceptibility to outcome. 
Results suggest that performance in a psychometric testing situation was significantly 
superior for the hypnosis condition for the WAIS items completed but not for the Bender- 
Gestalt, compared to comparison and control groups. A significant correlation between 
hypnotic susceptibility and outcome was obtained.
In contrast, a study by Borkovec and Fowles (1973) which compared individual relaxation 
treatment to relaxation with hypnosis, for the treatment of insomnia, did not support the
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above findings. The authors concluded that all treatments were equally effective and that 
arousal was unrelated to outcome.
A major difficulty with the results above is that each study was a treatment for a different 
type of presenting problem, utilised a slightly different methodology and employed 
different outcome measures making comparisons difficult. None of these studies reported 
examining participant’s perceptions of hypnosis which have been shown to be important 
moderators of outcome (Kirsch, 1996). Each study was conducted over a different length 
of time and the two studies which suggest a more favourable outcome as a result of 
hypnosis had a slightly longer length of treatment. This suggests that length of treatment 
may be a confounding variable. None of the studies used deepening procedures or any 
measure to actually demonstrate that participants were ‘hypnotised’ (responding to 
hypnotic suggestion). Furthermore, only the Sullivan et al (1974) study used any measure 
of hypnotisability and therefore it is not possible to say to what degree, if any, outcome 
was correlated with hypnotisability in these two studies. The use of no treatment control 
groups in all three studies does not eliminate the possibility of non-specific treatment 
effects confounding results.
Bearing in mind these limitations, the above results suggest that hypnosis can have a 
differential effect on different aspects of the presenting problem, and that hypnosis 
enhances the outcome of relaxation therapy on behavioural, but not subjective or 
physiological measures, in the treatment of specific anxiety problems. Furthermore, the 
results suggest that effects of hypnosis are stronger over time and hypnotic susceptibility is 
correlated with outcome.
2. Systematic desensitisation
O’Brien, Cooley, Ciotti and Henninger (1981) compared systematic desensitisation with 
or without hypnosis for the treatment of snake phobia. All participants in the experimental 
group were found to be as highly hypnotisable. In addition to induction procedures, the 
hypnosis group were administered individualised post-hypnotic dream suggestions. Seven
Literature Review 165
of the nine participants in the hypnosis group reported at least one dream involving the 
suggested object. No significant differences were found between the two treatment 
groups at the end of therapy on behavioural avoidance measures and self-report measures. 
However, at follow up (length unclear) the hypnosis group had significantly improved on 
behavioural avoidance measures, although there were no significant differences on 
subjective measures. These results are in line with the results of the relaxation studies 
above.
The reliability of this study has two major limitations, firstly, the participants were 
administered individualised hypnotic dream suggestions, and secondly, different therapists 
treated different participants. Participants in the experimental group were highly 
hypnotisable and hypnotisability was unknown for the comparison group. This may also 
confound the results if outcome is correlated with hypnotisability. Furthermore, no 
placebo control group was included which does not eliminate the possibility of non­
specific treatment effects. Like the relaxation studies above, another major criticism of 
this study is that it did not examine the participant’s expectancies of change.
3. Covert modelling
A study by Wadden and Flaxman (1981) compared covert modelling with and without 
hypnosis with a relaxation-attention control group in the treatment of obesity. Results 
suggested that there were no significant differences between groups at 6 and 16 weeks 
follow-up as measured by weight. No relationship between weight loss and hypnotisability 
was obtained. A significant correlation was found between expectancy to lose weight and 
actual weight reduction. However, hypnotisability was measured only at post-treatment, 
therefore baseline hypnotisability may have been affected by treatments administered (see 
Kirsch & Council, 1992). Also, weight was the only outcome measure used, this may 
limit the validity of results because it is apparent from the studies above that differential 
outcomes can occur on different dependant measures. Like the studies above, another 
major criticism of this study is that it did not examine the participant’s expectancies of 
change.
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4. Behaviour modification/ behavioural management techniques
Two studies suggest the efficacy of hypnosis as an adjunct to behaviour modification in 
the treatment of obesity as measured by weight. The results also suggest that hypnosis has 
a more powerful effect on weight loss over time and that outcome may be correlated to 
hypnotic susceptibility.
Bolkofsky, Spinier, Coulthard and Morris (1985) found that while both treatments 
resulted in significant weight loss, participants in the hypnosis group continued to lose 
weight at 2 years follow-up whilst participants from the behaviour modification alone 
group only achieved weight maintenance. Furthermore, a greater percentage of the 
hypnosis group had attained their goal weights at 2 years follow-up. One possibility may 
have been that the participants in the hypnosis group had selected higher target weights 
and were therefore more able to achieve these. However, these results are impressive 
considering the use of a large number of participants (78 per condition) compared to most 
of the other studies reviewed and are unlikely to be due to therapist variables since the 
fourteen therapists worked with an equal number of randomly assigned clients across 
conditions. Unfortunately, this study did not measure hypnotisability and therefore it is 
difficult to predict how this may have affected outcome. In this study the hypnosis group 
learned self-hypnosis and were encouraged to use this every day, the comparison group 
were instead instructed to read the rules of the group every day. It is possible that this 
difference between groups may explain the differential results, particularly at follow-up 
where one might expect participants to be less motivated to continue reading a set of rules 
than to continue using self hypnosis.
A study by Baabasz and Spiegel (1989) reported similar results, however, this study also 
compared individualised hypnotic treatment with behavioural management to the other 
two conditions. At 90 days follow up individualised hypnosis treatment with behavioural 
management was found to have led to significant reductions in weight compared to the 
other two conditions. Additionally, a significant relationship between weight loss and
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hypnotisability was obtained. These findings are impressive and perhaps surprising, given 
that treatment consisted of a single session with a 90 day practice period which is a 
considerably shorter period than the other studies reviewed above and is shorter than 
would normally be used in clinical settings. This was the only study where the 
experimenter was blind to the participants’ hypnotisability scores, thus limiting a potential 
source of experimenter bias. While this study has particular relevance to clinical practice 
(where individualised treatments would normally be administered) this methodology limits 
the reliability of it’s results. Furthermore, neither of the studies described above used a 
placebo control group and therefore it is difficult to rule out the possibility of non-specific 
treatment effects confounding results. Like the studies above, another major criticism of 
this study is that it did not examine the participant’s expectancies of change.
5. Cognitive restructuring
Five studies have compared cognitive restructuring with and without hypnosis. Two 
studies did not support the efficacy of hypnosis as an adjunct to cognitive restructuring. A 
study by Deyoub and Wilkie (1980) comparing task-motivational instructions (thinking 
helpful suggestions and images for weight control and learning methods of self-mastery) 
with and without hypnosis and waiting list controls, in the treatment of obesity. No 
significant differences were found between treatment groups on measures of weight 
although the task-motivational group lost significantly more weight than controls. 
However, this statistical difference may have been due to the weight gain of participants in 
the control group. Suggestibility was found to be positively correlated with weight loss in 
the hypnosis group but not for the task-motivational group. No follow-up was undertaken 
and therefore there is no data on the comparative effects of these treatments over time. 
This study used a moderate number of participants per condition (24) and therefore the 
results are unlikely to be due to a small sample size. However, because of the lack of a 
placebo control group it is possible that non-specific effects of treatment may have 
confounded results.
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Edelson and Fitzpatric (1989) found that cognitive restructuring (based on a self 
instructional approach) showed significant increases in activity and decreases in pain 
intensity in the treatment of chronic pain compared to cognitive restructuring with 
hypnosis or an attention control condition. No significant differences were found between 
groups in relation to the McGill Pain Questionnaire. However, there was a significant 
reduction in subjective pain for the hypnosis group compared to the other two groups. 
Changes were sustained at 1 month follow-up. Unfortunately, hypnotic susceptibility was 
not measured and therefore there is a possibility that this may have confounded results.
A major criticism of the above studies is that neither measured expectancy, beliefs about 
hypnosis, or whether or not subjects were responding to hypnosis (i.e., were hypnotised) 
which may have confounded results.
Three studies support the efficacy of hypnosis as an adjunct to cognitive restructuring. A 
study by Tosi, Judah and Murphy, (1989) compared the effects of cognitive restructuring 
with and without hypnosis (an extension of Ellis’ (1962) ABC model utilising an ABCDE 
formulation), hypnosis only and a waiting fist control group, in the treatment of 
psychological factors associated with duodenal ulcers. Cognitive restructuring with 
hypnosis had a significantly greater impact on locus of control and subjective ratings of 
physical distress. Cognitive restructuring, both with and without hypnosis was more 
effective than hypnosis only and controls, and achieved a greater modification of beliefs as 
measured by the Common Beliefs Survey III (Bessai, 1977). The effects of hypnosis alone 
appeared to be more non-specific and transitory. There was no significant interaction 
between hypnotisability and outcome across groups. Results of a follow up questionnaire 
suggest that experimental conditions did not differ except with respect to subjective 
ratings of physical distress, where cognitive restructuring with hypnosis was found to be 
significantly superior. Some participants were receiving prophylactic treatment of 
Cimetidine and there is a possibility that this may have confounded results. The use of a
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waiting list control does not rule out the possibility of confounding non-specific treatment 
effects operating.
Results of a study by Tosi, Rudy, Lewis and Murphy (1992) suggested that hypnosis with 
cognitive restructuring has a stronger effect over time when compared to it’s two major 
components (hypnosis and cognitive restructuring). This study compared group treatment 
of hypertension using cognitive restructuring (based on an extension of Ellis’, 1962, ABC 
model) with and without hypnosis, hypnosis only and an attention control group. Group 
means were examined using a discriminant analysis. Cognitive restructuring with hypnosis 
showed a stronger effect than the other conditions immediately post treatment, particularly 
on self report measures (State-Trait Anxiety Inventory; Anger-In/Out) and physiological 
measures (diastolic blood pressure, pulse and rennin index). Cognitive restructuring with 
hypnosis had a greater influence on irrational beliefs than other treatments. These effects 
were found to be even stronger at two months follow-up. While groups did not differ 
significantly with respect to hypnotic susceptibility scores, no data was reported on 
relationship of susceptibility to outcome.
A common criticism of all the studies outlined above is that there was no way of 
examining whether participants were “hypnotised”. Only one study by Goldstein (1981) 
suggests that “hypnosis with proof’ (the use of an arm levitation procedure in addition to 
a hypnotic induction) is an important component of hypnosis as an adjunct to therapy. 
This study is also important because it allows a comparison of behaviour modification and 
cognitive restructuring with hypnosis:
Goldstein (1981) compared cognitive restructuring with hypnosis with and without proof 
to a behaviour modification group in the treatment of obesity. Although all groups were 
given the same instructions as the behaviour modification group, the hypnosis groups were 
given additional positive suggestions for reinforcing weight loss behaviours and negative 
suggestions about fatty foods. In addition, the “hypnosis with proof’ also included an arm
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levitation procedure. The hypnosis group with proof did significantly better than the other 
two groups, as measured by weight loss and the other two groups did not differ 
significantly. However, an interesting finding was that unsuccessful arm levitation did not 
prevent significant weight loss as might have been expected. Unfortunately, 
hypnotisability was not measured and therefore it’s relationship to outcome remains 
unclear which limits the validity of these results. Furthermore, no follow-up data was 
collected, therefore outcome over time cannot be examined.
The five studies above are the most difficult to evaluate in terms of the efficacy of 
hypnosis as an adjunctive procedure because of the variety of cognitive restructuring 
procedures and presenting problems used, and because of the methodological differences 
between studies. Two studies did not support the efficacy of hypnosis as an adjunct to 
cognitive restructuring in the treatment of obesity and chronic pain. However, in the 
treatment of pain, hypnosis was significantly superior on subjective measures and in the 
treatment of obesity, suggestibility was positively correlated with weight loss. The 
relationship of hypnotisability and outcome remains unclear due to a lack of data, although 
one study suggested no correlation was present. Results of three studies suggest that 
hypnosis can increase the efficacy of cognitive restructuring in the treatment of obesity, 
hypertension and duodenal ulcers, particularly on subjective measures and on physiological 
measures. These positive effects were found to be even stronger at follow-up (where 
comparative follow-up data was collected). Results are conflicting with respect to the 
effect of hypnosis on beliefs. In both studies where these were measured, it had a 
significant effect compared to controls. However, it was only significantly superior to 
cognitive restructuring in the treatment of pain.
Conclusions
The main conclusions that can be drawn from the literature are:
1. Hypnosis appears to enhance the outcome of primarily behavioural interventions 
consisting of relaxation procedures, systematic desensitisation and behaviour
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modification techniques. In contrast, covert modelling was not enhanced by hypnosis, 
although this conclusion is based on the results of only one study.
2. Hypnosis as an adjunct to behaviour therapy has a differential effect on different 
measures of outcome. It appeared to enhance outcome mainly on behavioural 
measures.
3. The results of studies examining the efficacy of hypnosis as an adjunct to primarily 
cognitive interventions are mixed. Hypnosis enhanced outcome therapy using 
cognitive restructuring techniques in three out five studies. However, two of the 
studies reviewed suggested that hypnosis did not enhance the efficacy of cognitive 
restructuring techniques.
4. Hypnosis as an adjunct to cognitive therapy has a differential effect on different 
measures of outcome. It appeared to enhance outcome mainly on cognitive measures.
5. The relationship of hypnotisability and outcome remains unclear. Outcome was 
correlated to hypnotic susceptibility in two studies and no relationship was obtained in 
one study.
6. The efficacy of hypnosis as an adjunct to cognitive-behaviour therapy appears to 
increase over time, this was evident in all seven studies where hypnosis enhanced 
outcome immediately post-treatment and further follow-up was undertaken.
In summary, the literature to date does support the efficacy of hypnosis as an adjunct to
cognitive-behavioural therapies that are either primarily behavioural or primarily cognitive
in essence.
Three other issues emerged:
a. Hypnosis with proof (arm levitation to demonstrate the participant is responding to 
hypnosis) was significantly more powerful than hypnosis without an arm levitation 
demonstration (Goldstein, 1981).
b. Expectancy of positive outcome was significantly correlated with actual outcome 
(Wadden and Flaxman, 1981).
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c. Individualised treatments may to be superior to standardised treatments (Goldstein, 
1981; O’Brien et al., 1981).
However, the validity of these conclusions are limited because of the methodological 
weaknesses inherent in all of the studies reviewed, for example: Two of the studies 
(O’Brien et al; Edelson & Fitzpatric, 1989) featured sequential assignment to groups and 
one (Sullivan et al., 1974) did not provide data on assignment. Four of the studies did 
not include follow-up data (Borkovec & Fowles, 1973; Sullivan et al, 1974; Deyoub & 
Wilkie, 1980; Goldstein, 1981). Many of the studies did not examine the role of 
hypnotisability to outcome, and only one study examined the role of expectancy in relation 
to outcome. Therapist variables were only examined in one study where the therapist’s 
expectancy of participants’ level of susceptibility was minimised (the therapist was blind to 
these scores). Some of the studies used a number of different therapists. Therefore it is 
impossible to rule out the possibility that therapist expectancy, therapist style or therapist 
competence may have confounded results. A major criticism of the research to date is that 
it may have been biased by the nature of the participant population, where this was 
described (in eight of the studies), the participants comprised of well educated and 
predominantly white, middle class people. Research suggests that this population have a 
more favourable prognosis, regardless of the treatment they receive, Goldstein (1973). 
Another important methodological weakness was that follow-up was not undertaken in 
many studies. As discussed above, the efficacy of hypnosis as an adjunct to therapy may 
increase over time and this may account for a lack of significant differences between 
treatments in some of the studies (where no follow-up was undertaken).
Furthermore, the literature represents a variety of treatments for a variety of presenting 
problems, the majority of which (four) were obesity. Some authors have suggested that 
the efficacy of hypnosis may vary according to the type of presenting problem (see 
Wadden and Anderton, 1982).
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In relation to the various theoretical models reviewed earlier, there is no support from 
these findings for relaxation theory, particularly as the only difference between relaxation 
therapies with and without hypnosis was the use of the word hypnosis. Therefore, the use 
of the term hypnosis must have had some other effect than relaxation alone which 
enhanced outcome. The present literature does not lend support to suggestibility theory 
because there was no consistent relationship between outcome and suggestibility. 
However, this needs to be examined further because the lack of consideration of 
suggestibility in the majority of studies may mean that this conclusion may be unwarranted 
or there may be a non-linear relationship between hypnotisability and other measures, as 
has been suggested by Spanos, (1986). Furthermore, only one study included a procedure 
that allowed participants to demonstrate that they were actually responding to suggestion 
(“hypnotised”) and the results of this suggest that this procedure significantly enhanced the 
efficacy of hypnosis.
The studies reviewed above lend the strongest support to the cognitive-behavioural 
models of hypnosis. In particular, there is some evidence that expectancy is an important 
factor in outcome which supports Kirsch’s (1996) view of hypnosis. The literature 
reviewed suggests that hypnosis enhances outcome in line with the underlying theoretical 
rationale for treatment, (enhancing outcome on behavioural measures for behavioural 
therapies and subjective measures for cognitive therapies). This lends support to the 
compliance hypothesis of Spanos (1982; 1986), because it provides evidence to that 
hypnosis increased participant’s compliance with the central components of the therapy, 
for example, strategies to change behaviour in behavioural therapy. However, this 
hypothesis needs further empirical validation.
The fact that the efficacy of hypnosis was enhanced over time is difficult to reconcile with 
a particular theoretical model without further investigation. One possible hypothesis, in 
line with Araoz’s (1981) model, is that if hypnosis enhances access to the underlying 
causal mechanisms of psychological distress, these may continue to be modified over time,
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leading to enhanced outcome at follow-up. Alternatively, in line with expectancy 
hypotheses, the participant’s experience of a positive outcome at the end of a course of 
hypnotic treatment may simply enhance their expectancy of hypnosis as a treatment 
leading to further gains as a result of additional expectancy effects.
The literature reviewed suggests little reason why hypnosis has been relegated to the 
fringes of mainstream clinical psychology. In line with the meta-analysis by Kirsch et al 
(1995) a detailed review of the literature suggests that hypnosis can enhance the efficacy 
of cognitive-behaviour therapies and as such, it is unjustifiable that clinical psychologists 
are not routinely trained in the theories and usefulness of hypnosis as a part of their 
practice.
Clearly, there is a need for further research into the efficacy of hypnosis as an adjunct to 
cognitive-behaviour therapy. Five dimensions of research seem particularly important in 
the light of the literature reviewed. Firstly, the relationship of expectancy to outcome in 
therapy with and without hypnosis needs to be examined further, expectancy should be 
routinely measured in comparative research. Interaction effects of expectancy with other 
variables (e.g., hypnotic susceptibility) must be considered. Secondly, the role of hypnotic 
susceptibility in relation to outcome needs to be examined, and considered alone and in 
relation to other possible interacting variables. Susceptibility should be routinely 
measured in all hypnosis research. Thirdly, there is a need to examine whether hypnosis 
with proof (e.g., the use of arm levitation procedures) enhances the efficacy of hypnosis as 
an adjunct to therapy. Fourthly, research needs to examine the comparative efficacy of 
hypnosis as an adjunct to the various components of a cognitive-behavioural treatment 
package. This will determine whether hypnosis is better combined with some components 
and not others. Finally, the efficacy of hypnosis in relation to different outcome measures 
needs to be determined. Research must use reliable and valid measures of physiological, 
behavioural, cognitive and affective correlates of a presenting problem and examine 
whether hypnosis exerts a differential effect on these, and the nature of any effects.
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Appendix 1
Summary of study results
STUDY PRESENTING PROBLEMS INDEPENDENT
VARIABLE
COMPONENTS OF 
HYPNOSIS
OOGMTIVE-
BEHAVIOIJRAL
COMPARISON
TREATMENT
McAmmond et al (1971) Stress reactions in a dental 
situation
• deep muscular 
relaxation
•  progressive relaxation 
during hypnosis
•  between groups
Eye fixation, visual imagery 
and progressive relaxation plus 
repeated suggestions that they 
would feel no discomfort in 
future dental situations.
Group relaxation
Borkovec and Fowles (1973) Insomnia •  Progressive relaxation
•  direct suggestions to 
relax in hypnosis
•  self relaxation: neutral 
imagery and feeling 
relaxation in muscles
•  between groups
Direct suggestions of relaxation Individual relaxation
Sullivan et al (1974) Behavioural deficit (anxiety) in 
organic brain damage
•  hypnotic relaxation
•  systematic relaxation
•  modified version of 
Sanford hypnotic 
susceptibility scale for 
first 3 sessions
•  post-hypnotic 
suggestion for 
relaxation
relaxation
Deyoub and Wilkie (1980) Obesity identical instructions to:
•  hypnotic induction 
group
• task-motivational group 
(suggestion without 
hypnotic induction)
•  hypnosis group told 
they will be hypnotised
• eye fixation induction
cognitive behaviour therapy 
(thinking helpful suggestions & 
images for weight control) and 
behavioural strategies 
(recognising cues for overeating 
and coping strategies)
Goldstein (1981) Obesity • behaviour modification 
(BM)
• Cognitive behavioural 
hypnosis without proof 
and BM
• Cognitive behavioural 
hypnosis with proof 
(arm levitation) and BM
• individualised 
induction’s coin 
technique, chiasson’s 
technique, eye fixation, 
arm heaviness
•  suggestions to visualise 
self as slim, increase 
metabolic rate, 
concentrate on feelings 
of pride by sticking to 
diet, imaginal rehearsal. 
Fatty foods described 
negatively
•  hypnosis with arm 
levitation (‘proof of 
trance’)
cognitive behaviour therapy 
(evaluating beliefs, rehearsing 
self statements)
O’Brien etal (1981) Snake phobia •  alternate group and 
individual sessions
•  systematic 
desensitisation
•  hypnosis alternated with 
systematic 
desensitisation
•  pendulum, imagery of 
beach scene for 
induction
•  positive dreams of 
phobic object post- 
hypnotically suggested 
with amnesia
systematic desensitisation
Wadden and Flaxman (1981) obesity •  hypnosis with covert 
modelling
• covert modelling
•  relaxation-attention 
control
•  eye fixation, 30 minute 
induction initially then 
12-15 minute induction
•  direct suggestions for 
weight loss
•  explanation of the 
power of hypnosis in 
weight loss via the 
unconscious mind
discussion of dietary problems, 
progressive muscular relaxation 
and covert modelling and 
weigh-in’s
Bolcofsky et al (1985) obesity •  behavioural weight 
management (BWM)
• hypnosis and BWM
• explanation of hypnosis
•  self-hypnosis
•  progressive relaxation 
induction
behavioural management (with 
fee to enhance motivation)
• minimising stimuli that 
precede poor eating 
behaviours
•  developing more 
adaptive responses to 
eating and weight loss
•  progressive relaxation
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STUDY PRESENTING PROBLEMS INDEPENDENT
VARIABLE
COMPONENTS OF 
HYPNOSIS
COGNITIVE-
BEHAVIOURAL
COMPARISON
TREATMENT
Barbasz and Spiegel (1989) obesity •  self management
• hypnosis (specific food 
aversion) and self 
management
•  individualised hypnosis 
(specific food aversion) 
and self management
•  induction
•  instructions for weight 
loss (food aversion) 
either general or 
individualised 
depending on treatment 
group
• selfhypnosis
self management and goal 
setting
Edelson and Fitzpatric (1989) chronic pain •  hypnosis
• cognitive-behavioural
•  attention control
•  explanation of hypnosis
•  standard hypnotic 
induction
Cognitive restructuring based 
on self instructional approaches
Tosi et al (1989) Psychological factors 
associated with duodenal ulcers
•  cognitive experiential 
therapy (rational stage 
directed hypnotherapy 
RSDH)
• cognitive restructuring
•  hypnosis only
•  on treatment control
•  progressive relaxation 
induction
•  deepening (counting) in 
HO
cognitive restructuring 
(expanded version of Ellis’s 
ABC utilising ABCDE 
formulation)
Tosi etal (1992) Essential hypertension •  Group therapy
• Cognitive experiential 
therapy (OR RSDH)
• Hypnosis
•  Cognitive restructuring
•  Attention placebo
•  deep relaxation 
induction (tape)
cognitive restructuring 
(expanded version of Ellis’s 
ABC utilising ABCDE 
formulation)
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The Test-Retest Reliability of the Guernsey Community 
Participation and Leisure Assessment using People with 
Learning Disabilities as Informants
Abstract
This report describes an investigation o f the test-retest reliability o f the Guernsey 
Community Participation and Leisure Assessment (GCPLA) using nine people with mild 
and moderate learning disabilities as respondents. The GCPLA is a 59 item semi­
structured interview checklist which measures the community and leisure participation o f  
people with learning disabilities. It covers six domains o f activity (use o f public services; 
public transport; indoor leisure; outdoor leisure; sport and recreation; and social 
amenities) and yields six detailed profile scores concerning the overall quantity and 
quality (e.g., degree o f autonomy) o f respondents’ community participation. Research 
suggests that the GCPLA has acceptable test-retest reliability, inter-rater reliability and 
construct validity with a non-disabled population acting as respondents: The results o f 
the present study supported the test-retest reliability o f the scale with people with 
learning disabilities acting as respondents for four o f the sub-scales (range o f activities; 
accompanied activities; peer activities; solitary activities). However, the frequent 
activities scale did not have adequate test-retest reliability and the supervised scale could 
not be examined because no participants reported engaging in activities with supervision. 
These findings are discussed and the service implications are examined.
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The Test-Retest Reliability of the Guernsey Community 
Participation and Leisure Assessment using People with 
Learning Disabilities as Informants
Introduction
The principles of normalisation (e.g., Wolfensberger, 1972; 1983), are now widely used to 
underpin services for people with learning disabilities. O’Brien (1987) identifies five 
interrelated components of normalisation, these are:
• Community presence - sharing the ordinary places that define community life.
• Choice - experiencing autonomy in small everyday matters and large, life-defining 
matters.
• Competence - the opportunity to carry out meaningful and functional activities, 
whatever level of assistance is required.
• Respect - having a valued role and place among people in community life.
• Community participation - being part of a network of personal relationships that
includes close friends.
These five accomplishments, or outcomes, represent goals for those planning and 
providing high quality services for people with learning disabilities.
One way in which services have attempted to achieve these goals is through community 
care, whereby people with learning disabilities have been re-located from large (and often 
secluded) institutional settings into smaller houses and units within the community. 
Between 1980 and 1993, it is estimated that 26,000 people made the transition from 
hospital to community-based services (Emerson & Hatton, 1994), literally making people 
with learning disabilities more present in the wider community. However, it has been 
argued that community presence does not equal community participation (e.g., Brown & 
Brown, 1987) and many authors (e.g., Emerson, McGill & Mansell, 1994) have been 
vocal about the lack of positive change that community presence has brought to the 
quality of life of many people with learning disabilities. Furthermore, a review of the
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research examining community participation between 1980 and 1993 (Emerson & Hatton, 
1994), suggested that while 66% of the studies demonstrated that community presence 
had increased the community participation of people with learning disabilities living in the 
community, compared to those living in hospital, one third of studies found no difference. 
This is clearly unacceptable given the principles of normalisation described above.
Kennedy, Homer and Newton (1990) suggest that this situation has been compounded by 
a lack of empirical evidence to guide services planners, providers, carers and researchers, 
largely due to a lack of appropriate and/or adequate measures of community participation. 
For example, several studies have attempted to measure community participation using 
activity diaries (e.g., Hewson & Walker, 1992; Halliday & Woolnough, 1989). However, 
no reliability data were collected in these studies and research suggests that the validity of 
diary information as a measure of community participation is questionable (Joyce, Mansell 
& Gray, 1989). Studies which used observational methods (e.g., Mansell, 1994; Johnson 
& Bailey, 1977) are also hampered by methodological problems concerning validity. For 
example, the time frame of direct observations is often inadequate to identify activities 
other than those that are very frequent. Also, the definitions of engagement used in these 
studies fail to recognise qualitative differences such as whether people were autonomously 
participating in activities, or supervised by a member of staff (Sturmey & Crisp,1994).
Some of the above drawbacks may be overcome by using questionnaires or structured 
interview methods (e.g., Hayden, Lakin, Hill et al., 1992; Lowe & de Paiva, 1991; Ager, 
1990; Seager, 1987) as a means of measuring community participation. However, few 
have been subjected to reliability and validity analyses and none have normative data, 
preventing comparisons of people with learning disabilities to individuals of the same age, 
culture and gender within the general population. Finally, while these studies provide 
important information about the quantity of community activities, like the observational 
measures discussed above, they provide little information about the quality of these 
activities.
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In the light of the considerable problems with existing measures of community 
participation, the Guernsey Community Participation and Leisure Assessment (GCPLA) 
was developed by Baker (1990). It aimed to provide a standardised measure of both the 
quantity and the quality of an individual’s community participation, which allows 
comparisons of individuals and groups.
The GCPLA is a 59 item checklist which is an expanded version of Seager’s (1987) 
structured interview for measuring community participation. It forms the basis of a semi­
structured interview of the client’s perception of their own experiences. Carers are only 
expected to act as respondents in cases where the individual has insufficient language 
skills. The questionnaire provides a measure of frequency of community and leisure 
participation covering use of public services, public transport, indoor leisure, sport and 
recreation, social activities and facilities/amenities. It also provides a measure of level of 
support which they require to engage in these activities (e.g., alone, or accompanied by 
stall). Each item is operationally defined.
Research (see Baker, Wright & Walker, submitted for publication) suggests that the 
GCPLA has acceptable inter-rater reliability when completed on behalf of a learning 
disabled population by carers (r = 0.81-0.83, p = 0.001-0.0005); acceptable test-retest 
reliability with a non-disabled population acting as respondents for themselves (r = 0.62 -
0.92; p = 0.05-0.0001); and acceptable construct validity (r = 0.69; p = 0.05) when 
correlated with scores on the Life Experiences Checklist (Ager, 1990). The latter result 
suggests that community participation, as measured by the GCPLA, reflects a dimension 
of quality of life.
The above findings are important in the development and standardisation of the GCPLA. 
However, given that it was designed to measure client’s perceptions of their own 
experience, there is clearly a need for further research which examines the reliability and 
the validity of the GCPLA when people with learning disabilities, rather than their carers, 
act as respondents. As part of the further development of the questionnaire, the aim of the
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present study was to examine the test re-test reliability of the GCPLA when people with 
learning disabilities act as respondents for themselves. Therefore, the study aimed to 
address the following research questions:
1. Do the six sub-scales of the GCPLA have acceptable test-retest reliability, over an
interval of two weeks, when completed by a sample of people with learning
disabilities?
2. Do the individual items of the GCPLA have acceptable test-retest reliability, over an
interval of two weeks, when completed by a sample of people with learning
disabilities?
Method
Design
A within-subjects correlational design was used to examine the test-retest reliability 
between each participant’s scores on the GCPLA at time one (tl) and two weeks later at 
time two (t2).
Setting
Two Local Authority managed Day Centres for people with learning disabilities in 
Southern England.
Participants
Individuals between 16 to 65 years, who did not have any major sensory or speech 
impairments (i.e., that their speech and hearing were sufficient to allow them to participate 
in a semi-structured interview), were approached by their Day Services key worker to 
determine whether they would be willing to volunteer in the study.
Following this process, twelve individuals were approached by the researcher and all 
agreed to participate in the study. Nine participants completed the GCPLA at both tl and
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t2. Three participants were not available to complete the GCPLA at t2 and were excluded 
from the analysis. The mean age of participants was 43 years (range 31 years to 65 years). 
One participant lived at an adult placement home, three lived in a group home for people 
with learning disabilities and five lived with their parents or grandparents. Informal 
observations of the staff and the researcher indicated that the study population consisted 
of people with mild and moderate learning disabilities.
Measures
The 59 item Guernsey Community Participation and Leisure Assessment (GCPLA; Baker, 
submitted for publication) is 59 item checklist which forms the basis of a semi-structured 
interview of the client’s perception of their own experiences of community and leisure 
participation (see appendix 1). Carers are only expected to act as respondents in cases 
where the individual has insufficient hearing or speech to participate in a semi-structured 
interview. The checklist covers 6 domains (services; public transport; indoor leisure; 
leisure; sport and recreation; social; facilities/amenities). Each item is operationally 
defined (see appendix 2). The respondent is asked to rate how often they/the client 
engages in each of the activities described in the checklist using a six point scale (never; 
very occasionally; three monthly; monthly; weekly; daily). In addition, for each item they 
are asked to rate their most frequent type of contact with the activity using a four point 
scale (supervised; with carers but not supervised; unaccompanied; with a peer group). 
The total GCPLA scores yield quantifiable data about the persons overall quantity and 
quality (degree of autonomy) of use of community resources and leisure activities. Six 
detailed profile scores can be obtained:
• Range - number of activities undertaken every three months or more frequently.
• Amount - number of very frequent activities (i.e., undertaken at least weekly).
• Supervision score - number of activities that are supervised by a carer (i.e. where the 
onus of control or choice lies with the carer).
• Accompanied score - number of activities where the individual is accompanied by a 
relative or paid member of staff.
• Solitary activity score - number of activities undertaken alone.
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• Peer activity score - number of activities undertaken with friends/peers (i.e. all those 
who do not fulfil criteria of carer).
Procedure
Participants were initially approached by their Day Service key worker who briefly 
explained the purpose of the study and asked whether they would be willing to participate. 
They were then approached at tl  by the researcher and asked again if they would be 
willing to participate.
The GCPLA was then administered in a quiet private room within the day centre. The 
same procedure was used at both tl and t2. Before, administration of the questionnaire, 
the purpose of the study and the interview method was explained in greater detail (see 
appendix 3) and any outstanding questions were answered. The interview was conducted 
using an interview script shown (appendix 4). Participant’s responses were recorded on a 
scoring sheet by the researcher. Following the interview any outstanding questions were 
answered and the interviewee was thanked (at tl participants were reminded that the 
researcher would visit again in two weeks time and asked them if they would be willing to 
answer the same questions again). Each interview took l-LAhours to complete.
Statistical analysis
As the GCPLA items were ordinal in nature and the sub-scale scores violated assumptions 
of normality, non-parametric statistics were conducted. Correlations between time 1 and 
time 2 were computed using Spearman’s Rank Order (rho) correlations (Diekhoff, 1992).
Results
Descriptive information
Descriptive information for the sub-scales of the GCPLA is shown in Table 1 below. 
Because no respondent reported that they participated in activities in a “supervised” 
capacity at tl or t2, this sub-scale was excluded from further analysis. The mean ranges 
(i.e., number of activities undertaken at every three months or more frequently) were 22.2
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(at tl)  and 20.9 (at t2) respectively. The most frequent manner in which participants 
engaged in activities was “accompanied” by a member of staff, with a mean of 17.6 
activities at tl and 17.9 at t2. The least frequent form of participation in activities was 
with a “peer” with a mean of 4.3 activities at tl and 3.4 at t2. The mean number of 
frequent activities (undertaken at least weekly) was 12.6 at tl and 12.4 at t2.
Table 1: Range, maximum, minimum, mean and standard deviations for total scores on the sub­
scales of the GCPLA at t1 and t2
GCPLA Sub-scale Time 
(tl or t2)
Minimum Maximum Mean Standard deviation
Range (total) tl 12 31 22.2 7.4
Range (total) t2 12 38 20.9 8.3
Accompanied (total) tl 1 36 17.6 12.4
Accompanied (total) t2 3 35 17.9 11.2
Peer (total) tl 0 17 4.3 5.8
Peer (total) t2 0 15 3.4' 5.5
Solitary (total) tl 0 23 10.9 8.2
Solitary (total) t2 0 24 10.7 8.3
Frequent (total) tl 8 18 12.6 3.4
Frequent (total) t2 6 20 12.4 4.1
Note: Figures shown above are to 1 decimal place.
Test-retest reliability of the sub scales of the GCPLA
An analysis of the data for the sub-scales of the GCPLA using Spearman’s rank order 
correlations (for non-parametric data) revealed that there were significant positive 
correlations (p<.01, 2-tailed) between responses at tl and t2 on four of the sub-scales 
(range of activities, activities accompanied by a member of staff, activities with a peer and 
solitary activities), these are shown in Table 2 below. The rank orders for participant 
scores on these scales at tl and t2 are presented in appendix 5. Inspection of these rank 
orders revealed no major discrepancies or reversals between the ranks orders at tl and t2 
suggesting that the data does adequately account for the significant correlations described 
above.
The only correlation that did not reach statistical significance was for the “frequent 
activities” scale (r = .561, p = .116, 2-tailed).
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Table 2: Spearman’s Rank Order Correlations (r) between responses at t1 and t2 for the sub­
scales of the GCPLA
SUBSCALE Spearman’s rank order correlation coefficients (r ) between scores 
at tl  and t2
Range (total) .87** (p = .002)
Accompanied (total) .96** (p = .000)
Peer (total) .93** (p = .000)
Solitary (total) .98** (p = .000)
Frequent (total) .42 (p = .116)
** = correlation is significant at the p<.01 level (2-tailed)
Inter-item test-retest reliability of the GCPLA
An analysis of the data for the individual items of the GCPLA using Spearman’s rank 
order correlations is shown in appendix 6. However, this data should be interpreted with 
extreme caution, given the small sample size of the study (n = 9).
The analysis revealed that some correlations were extremely low, with many falling short 
of figures (r = 0.8 or greater) which are generally desirable indicators of reliability 
(Anastasi & Urbina, 1997). Indeed, only seventeen of the correlation coefficients (r ) for 
frequency of activities were greater than 0.6 and only twenty five of the correlation 
coefficients (r ) for type of support were greater than 0.6. This suggested that while 
overall reports of activity (i.e., total sub-scale correlations) were reliable, (with the 
exception of the frequent activities scale), reports of the frequency and nature of support 
for each of the individual activities, were vulnerable to greater fluctuations and were 
therefore less reliable. Furthermore, the general pattern of results suggested that 
participants’ reports of the source of support in activities may have been more reliable 
than their reports of how frequently they participated in these activities.
Discussion 
Interpretation of results
The results of the study suggested that the range of activities, accompanied (activities
accompanied by a carer), peer (activities with friends) and solitary (activities alone) sub-
*
scales of the GCPLA have acceptable test-retest reliability when people with mild to
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moderate leaning disabilities act as respondents for themselves, over a period of two 
weeks. The frequent activities scale (i.e., activities undertaken at least weekly) did not 
have adequate test-retest reliability. Unfortunately, the reliability of the supervised scale 
(activities where the onus of control lies with a carer) could not be examined because no 
participants reported engaging in activities with supervision.
An analysis of the inter-item test-retest reliability suggested that reports of the frequency 
and nature of support for each of the individual activities, were vulnerable to greater 
fluctuations and were therefore less reliable than the total sub-scale scores. However, the 
general pattern of individual item correlations suggested that participants’ reports of the 
source of support in activities may have been more reliable than their reports of how 
frequently they participated in these activities. These results were consistent with the poor 
reliability of the frequent activities sub-scale and informal observations by the researcher 
that some participants had difficulty estimating the frequency of some activities, 
particularly those which were relatively infrequent, such as going to hospital.
It is possible that the poor reliability of such items is due to participants lacking adequate 
cognitive skills to make temporal judgements. Alternatively, it may reflect the lack of 
control which people with learning disabilities have over certain activities in their lives, 
such as planning their own diary of activities. A particular limitation of the GCPLA is that 
it asks respondents how often they engage in each activity (i.e., “How often do you....”) 
but fails to state a particular time frame within which frequency estimates can be 
calculated (e.g., during the past year). Furthermore, no visual aids (such as a calendar or 
diary) are used to assist participants in making temporal judgements. Therefore, future 
research needs to examine whether using visual aids and/or a specified time frame (e.g.,
“On average, during one year,  how often do you....”) increases the test-retest
reliability of the frequency sub-scale, and individual “frequency” items of the GCPLA.
The mean range of activities (22.2 at tl and 20.9 at t2) was substantially higher than the 
figure of 13.3 obtained by Baker (1995), for people with learning disabilities living in
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community houses in the same geographical area. These figures were also higher than 
those obtained in a similar study of 31 service users and 41 matched staff controls (Baker, 
1990) drawn from learning disability services in Guernsey, which suggested that service 
users had a mean range of 18 community activities compared to a mean of 24 for staff. 
This raises the possibility that the sample used in the present study may not have been a 
representative sample (of people with learning disabilities living in the community), given 
that they participated in a greater number of community activities than average figures 
suggested by previous research.
The poor reliability for individual items with respect to participant’s ratings of the type of 
support they receive when engaging in community activities may have been related to their 
level of cognitive ability. It was observed by the researcher that some participants were 
confused by the pre-determined categories of support. For example, some regarded 
members of staff as “friends” which may have confounded their responses on different 
occasions. Therefore, fixture research needs to examine the validity of the existing 
GCPLA categories of support with people with learning disabilities. For example, it may 
be helpful for the interviewer to have prior knowledge of the names of the interviewee’s 
friends, family and/or carers in order to assist him/her in deciding which type of support 
they normally utilise.
Given the small sample size in this study, the results, whilst promising, require replication 
with a larger sample size, and, using participants who do engage in at least some 
supervised activities, in order to examine the reliability of the supervised activities sub­
scale. Furthermore, because people’s level of learning disability was not formally 
assessed, it would be desirable for fixture research to examine the test-retest reliability of 
the GCPLA in relation to a range of different levels of learning disability to determine 
which populations the scale can be reliably used with.
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Service implications
The above results, although requiring replication, suggest that the GCPLA is a reliable 
instrument for measuring people with learning disabilities’ participation in community and 
leisure activities when they act as respondents for themselves. In view of the lack of 
adequate measures of community participation currently available, (Kennedy, Homer & 
Newton, 1990), the development of the GCPLA as a reliable and valid measure of 
community participation therefore offers potential benefits to researchers, service planners, 
carers, and to people with learning disabilities themselves. For example, Baker, Wright 
and Walker {submitted for publication) suggest that the GCPLA can be used to measure 
both the quantity and quality of an individual’s community and leisure participation, 
therefore allowing individual needs to be identified and the outcome of interventions 
(designed to meet these needs) to be evaluated objectively. They also suggest that the 
generation of normative data, using the GCPLA will allow services to be evaluated on 
their attainment of at least one of O’Brien’s (1987) five accomplishments. Furthermore, 
the use of a reliable and valid measure of community participation in research initiatives 
would allow valid comparisons to be made between studies. Baker, Wright and Walker 
{submitted for publication) also suggest that the GCPLA could be used as a tool for staff 
training, for example, by providing a comparison between staff experiences and their 
client’s experiences.
Finally, in view of the normalisation principles discussed above, the development of the 
GCPLA as an instrument which can be used directly with clients rather than their carers is, 
in itself, a means of helping people with learning disabilities to achieve O’Brien’s (1987) 
accomplishments of choice and competence by discussing, planning and monitoring their 
own community and leisure activities.
This research report has been fed back to the Community Learning Disabilities Service 
where the project was conducted.
Service-Related Research Project 200
References
Ager, A. (1990) The life experiences checklist. NFER-Nelson.
Anastasi, A., and Urbina, S. (1997) Reliability (Chapter 4). In: Psychological testing (7th 
Ed). New Jersey: Prentice Hall.
Baker, P. (1990) The Guernsey Community Participation and Leisure Assessment 
(GCPLA). Paper presented at the BPS conference.
Baker, P., Wright, T., and Walker, C. (<Submitted for publication) Measurement of the 
community participation and use of leisure of service users with learning disabilities: The 
Guernsey Community Participation and Leisure Assessment (GCPLA).
Brown, C., and Brown, H. (1987) Bringing people back home: Building Social
Networks. Bexhill on Sea: South East Thames Health Authority.
Diekhoff, G. (1992) Statistics for the social and behavioural sciences: Univariate,
bivariate and multivariate. Midwestern State University, USA: Wm. C. Brown
Publishers.
Emerson, E., and Hatton, C. (1994) Moving out: The impact o f relocation from hospital 
to community on the quality o f life ofpeople with learning disabilities. London: HMSO.
Emerson, E., McGill, P., and Mansell, 1 (Eds). (1994) Severe learning disabilities and 
challenging behaviours: Designing high quality services. London: Chapman and Hall.
Halliday, S., and Woolnough, L. (1989) Use of community facilities of adolescents with 
severe mental handicaps. Mental Handicap, 17, 140-144.
Service-Related Research Project 201
Hayden, M., Lakin, C., Hill, B., Bruinicks, R., and Cohper, J. (1992) Social and leisure 
integration of people with mental retardation in foster homes and small group homes. 
Education and Training in Mental Retardation, 27 (3), 187-199.
Hewson, S., and Walker, J. (1992) The use of evaluation in the development of a staffed 
residential service for adults with mental handicap. Mental Handicap Research, 5 (2), 
188-203.
Johnson, M. and Bailey, J. (1977) A modification of leisure behaviour in a halfway house 
for retarded women. Journal o f Applied Behaviour Analysis, 10, 249-367.
Joyce, T., Mansell, J., and Gray, H. (1989) Evaluating service quality: a comparison of 
diaries with direct observation. Mental Handicap Research, 2(1), 38-46.
Kennedy, C., Homer, R., and Newton, J. (1990) The social networks and activity patterns 
of adults with severe disabilities: A correlational analysis. Journal o f the Association for 
Persons with Severe Handicaps, 15, 86-90.
Lowe, K. and de Paiva, S. (1991) The evaluation of NIMROD, a community based 
service for people with mental handicap. Mental Deficiency Research, 35, 308-323.
Mansell, J. (1994) Specialised group homes for persons with severe or profound mental 
retardation and serious problem behaviour. In: B. Wilcox and G. Bellamy (Eds). The 
activities catalogue: An alternative curriculum for youth and adults with severe 
disabilities. Baltimore: Brooks.
O’Brien, J. (1987) A guide to lifestyle planning. In: B. Wilcox and G. Bellamy (Eds). A 
comprehensive guide to the activities catalogue: An alternative curriculum for youth and 
adults with severe disabilities. Baltimore: Brooks.
Service-Related Research Project 202
Seager, M. (1987) Community participation and life satisfaction amongst adults with a 
mental handicap who live in the community. Unpublished M.Phil Thesis: University o f 
Edinburgh.
Sturmey, P. and Crisp, A. (1994) Group engagement: a conceptual analysis. Journal o f 
Intellectual Disability Research, 38, 455-468.
Wolfensberger, W. (1972) The principle o f normalisation in human services. Toronto: 
National Institute in Mental Retardation.
Wolfensberger, W. (1983) Social role valorisation: a proposed new term for the principle 
of normalisation. Mental retardation, 21: 6,234-9.
Service-Related Research Project 203
Appendix 1
The Guernsey Community Participation and Leisure Assessment
CLIENT:   DATE:....... ............
AGE:   SEX: ............
Overleaf is a list of potential activities or contacts clients may have access to. 
In the column labelled FREQUENCY please indicate how often they do this;
NUMBER DEFINITION
0 Never
1 Very occasionally
2 3 monthly or more frequently
3 Monthly or more frequently
4 Weekly or more frequently
5 Daily or more frequently
Please indicate in the column labelled SUPPORT whether they usually are;
NUMBER DEFINITION NOTES '
1 Supervised Supervised = Either
a) Onus of choice or control lies with carer,
OR
b) A major part of carers attention is concerned 
with vigilance of the individual,
OR
c) a & b
2 With carers, but not 
supervised
Carer = relative or paid member of staff
3 Unaccompanied -
4 With a peer group Peer group = includes all those who do not fulfil 
criteria of carer. If carer present rate as 1 or 2.
For those activities that are seasonal e.g., beach, try to reflect how often the person would 
do this at the appropriate time of year.
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ACTIVITY FREQUENCY SUPPORT
A. SERVICES
Doctor (GP)
Dentist
Hospital
Police
Other (please specify)
B. PUBLIC TRANSPORT
Bus
Train
Taxi
Boat
Aeroplane
Other (please specify)
C. INDOOR LEISURE
Craft
Games
TV
Videos
Music (listen)
Music (play)
Pets
Other (please specify)
D. LEISURE, SPORT & 
RECREATION
slS
Fair/Fete/Festival
Museum/Art gallery
Sport (participation)
Sport (spectator)
Exercise/Aerobic class
Cycling
Cinema
Theatre
Concert
Park
Beach
Walking
Holiday
0 = Never, 1 = Very occasionally2 = 3 monthly, 3 = Monthly, 4 = Weekly, 5 = Daily
1 = Supervised, 2= Accompanied, 3 = Alone, 4 = Peer group
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ACTIVITY FREQUENCY SUPPORT
Swimming
Sailing
DIY
Gardening
Other (please specify)
E. SOCIAL
Disco
Pub
Party
Restaurant/Cafe
Friend’s house
Neighbour’s home
Social club (integrated)
Social club (segregated)
Other (please specify)
F. FACILITIES/ 
AMENITIES
Local shop
High street store
Post office
Hairdresser
Supermarket
Chemist
Bank/Building Society
Place of worship
Large retail outlet
Jumble/car boot sale
Library
Adult education
Other (please specify)
0 = Never, 1 = Very occasionally, 2 = 3 monthly, 3 = Monthly, 4 = Weekly, 5 = Daily
1 = Supervised, 2= Accompanied, 3 = Alone, 4 = Peer group
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SCORING
1. Range
Add up the number of regular activities (a score of 2 or more in the frequency column).
2. Independence
Supervision score; add the number of activities scoring 1 in the support column.
Accompanied score', add the number of 2’s in the support column.
Solitary activity score; add the number of 3’s in the support column.
Peer activity score; add the number of 4's in the support column.
3. Amount
Add up the number of very frequent activities (a score of 4 or more in the frequency 
column).
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Appendix 2
Operational definitions for activities included in the GCPLA
• Aeroplane - to travel by means of a powered heavier than air flying vehicle for 
purposes other than enjoyment of the journey itself.
• Beach - to visit a pebbly or sandy shore/coastline for recreational purposes.
® Boat - to travel to a destination by way of a vessel propelled on water (i.e., ferry) for 
purposes other than for enjoyment of the means of travel (i.e., not pleasure cruise, 
recreational sailing).
© Bus - a large passenger vehicle serving the public on a fixed route. Include coach but 
not mini busses for private use.
© Cinema - to visit by choice a theatre where motion pictures are shown and to actively 
watch a motion picture for recreational purposes.
• Concert - to visit a building or outdoor site to actively watch an organised p u b lic  
musical performance.
• Craft - to participate in the practical arts for purposes of education or recreation (e.g., 
pottery).
© Cycling - to actively ride by choice a two-wheeled vehicle propelled by pedals and 
steered by handlebars attached to the front wheel for recreation purposes.
© Dentist - visiting a person (s) who is qualified to treat the diseases that affect the 
mouth, jaws, teeth and their supporting tissue. Hygienist.
© Disco - a site used by the general public for dancing to recorded popular music (not 
covered under other categories e.g., party, concert).
© DIY - to manually create, build, repair, maintain utiiitiea/furnishings/fittings within the 
home environment.
9  D o c to r  - visiting a qualified practitioner o f  medicine w orking  in (he com m unity as 
distinct from a consultant or specialist.
e E xercise /A erob ic  class - to actively p artic ip a te  by cho ice in an activity requiring
physical effort to sustain or improve health (do not include swimming or cycling).
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• Fete/Fair/Festival - to visit a gathering of stalls/amusements for public entertainment as 
a member of the public.
• Friends house - visit by choice to the home of a person liked by the individual who is 
not a relative or present paid staff.
• Games - to participate in a form or spell of play or sport individually or with others 
within the home environment or private establishment (e.g., board games) not for the 
use of general public (i.e., not including indoor sports at a leisure centre.
• Gardening - to prepare and use a piece of land for growing/maintaining grass, trees, 
flowers, fruit or vegetables.
• Holiday - an extended period of recreation away from home.
• Hospital - visiting (either as a patient or visitor) an institution providing medical and 
surgical treatment and nursing care for ill or injured people.
• Museum/Art gallery - to visit for recreational or educational purposes a building used 
for exhibiting objects of historical, scientific, cultural or artistic interest.
• Music (listen) - to actively listen by choice to music (e.g., via radio, c.d., cassettes, 
LP).
• Music (play) - to actively play by choice any musical instrument to whatever standard 
for educational or recreational purposes.
• Neighbours home - visit to the house (s)/flat (s) immediately next door (also above- 
below) to their own for purposes other than vocational.
• Park - to visit a large area of land in town or in the countryside that is kept mostly 
undeveloped for public recreational use.
• Party - an organised social gathering of invited guests.
• Pets - to take the major responsibility for the day care of domestic or tamed animal 
kept for pleasure or companionship.
• Police - voluntary interaction with members of the civil force of a state either in the 
general community or at the police station or its equivalent.
• Pub - to be a customer in an inn providing alcoholic drinks for consumption on the 
premises (include hotel bars).
Service-Related Research Project 209
Restaurant/Cafe - to be a customer in public premises where meals or refreshments 
may be had. (Excluding public houses, hotel bars.)
Sailing - to spend time on a vessel propelled on water propelled on water by wind for 
recreational purposes (i.e., not to get from A to B); (e.g., dingy sailing, windsurfing). 
Social club (integrated) - attendance which is not especially for disabled people or 
designed for disabled people to meet non-disabled people.
Sport (participation) - to actively participate by choice with others in a game or 
competitive activity with formalised rules in the community (e.g., leisure centre, park 
etc.) Include indoor (e.g., table tennis, squash) and outdoor (e.g., football, cricket) 
sports. Note: do not include swimming.
Sport (spectator) - to actively watch by choice for recreational purposes a game or 
competitive activity with formalised rules in the community (i.e., do not include 
watching sport on the TV).
Swimming - swimming in a public or private swimming pool or the sea for recreational 
purposes.
Taxi - to travel in a motor car licensed to ply for hire including mini-cabs.
Theatre - to visit by choice a building or outdoor arena to actively watch dramatic 
performances.
Train - to travel in a passenger railway carriage drawn by an engine either above or
below ground (e.g., the London underground).
TV - to actively watch by choice visual images transmitted by radio signals to the 
television.
Video - to actively watch by choice visual images transmitted via a video cassette and 
video recorder to the television, not TV programme.
Walking - to move on foot for it’s own sake (recreation) i.e., include going for a walk
not functional walking i.e., getting from A to B.
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Appendix 3
Explanation given to participants at T1
I understand that you have volunteered to help me in some research that I am doing - 
thank you.
My name is Caroline Butler, I am a Psychologist working in the Community Learning 
Disabilities Service in Hastings. In our work as a service we often have to measure the 
amount and type of community and leisure activities that our clients are involved in.
The purpose of my research is to see whether the questionnaire that we use is a good way 
of measuring people’s community and leisure activities.
I would like you to answer some questions today about the kinds of things you do with 
your time and then I will come back in two weeks and ask you the questions again. It 
should take about twenty minutes to answer the questions. Everything that you tell me 
will be confidential (secret). Is that OK? Do you have any questions?
In a minute I’ll begin the questions. If you do not understand any of the questions, please 
ask me to explain. If you do not want to answer a question or want to stop at any time, 
please feel free to say so.
Do you have any questions? Are you ready to start?
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Appendix 4
Interview Script
At tl only:
1. What is your name?
2. What is your age? What is your date of birth?
3. Who do you live with (living arrangements)? (staffed all day? Any staff at all? How 
many others do you live with?)
4. How long have you lived there?
5. Where have you lived since you were bom?
6. What is your occupation?
7. What is a typical week like for you?
THEN at t l  and t2 (using definitions for frequency and level o f support):
How often do you [visit the doctor?]
<When was the last time you [visited the doctor?], and the time before that?>
When you go to [the doctor] does anybody go with you?
WHO?
Who is [X]?
Level of support?
[For what reason do they come with you]
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Appendix 5
Rank orders for participant scores on the sub-scales of the GCPLA at t1 and t2
Range sub-scale
Participant number Rank order at time 1 (tl) Rank order at time 2 (t2)
1 1 1
2 8 6
3 5 8
4 9 9
5 7 7
6 3.5 2.5
7 6 5
8 2 2.5
9 3.5 4
Accompanied sub-scale
Participant number Rank order at time 1 (tl) Rank order at time 2 (t2)
1 2.5 3
2 7 8
3 2.5 2
4 6 6
5 4 5
6 9 9
7 8 7
8 5 4
9 1 1
Solitary sub-scale
Participant number Rank order at time 1 (tl) Rank order at time 2 (t2)
1 1 1.5
2 4 4
3 6 6.5
4 8 9
5 9 8
6 2 1.5
7 3 3
8 5 5
9 7 6
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Peer sub-scale
Participant number Rank order at time 1 (tl) Rank order at time 2 (t2)
1 9 9
2 7 7
3 8 8
4 6 6
5 4.5 3
6 4.5 3
7 2 3
8 2 3
9 2 3
Frequent (busy) sub-scale
Participant number Rank order at time 1 (tl) Rank order at time 2 (t2)
1 4 4.5
2 5 2
3 6 9
4 7 4.5
5 9 8
6 2 1
7 8 7
8 3 3
9 1 6
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Appendix 6
Spearman’s Rank Order Correlations ( r ) between responses at t1 and t2 for 
each individual item of the GCPLA
Note:
• A dash (-) demotes not applicable/insufficient data available to allow correlational 
analysis
• “Other” items for each sub-scale are not shown below because of insufficient data
A. SERVICES
ACTIVITY FREQUENCY SUPPORT
Doctor (GP) .46 1.00**
Dentist .42 1.00**
Hospital .10 .61
Police .86** .50
** = correlation is significant at the p<01 level (2-tailed)
B. PUBLIC TRANSPORT
ACTIVITY FREQUENCY SUPPORT
Bus .66 .90**
Train .45 1.00**
Taxi .63 -.15
Boat .46 -
Aeroplane - -
** = correlation is significant at the p<.01 level (2-tailed)
C. INDOOR LEISURE
ACTIVITY FREQUENCY SUPPORT
Craft .79* -
Games .29 -.50
TV .21 .77*
Videos .73* .73
Music (listen) .68* -
Music (play) .47 -
Pets 92* * -
* = correlation is significant at the p<.05 level (2-tailed) 
** = correlation is significant at the p<.01 level (2-tailed)
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LEISURE, SPORT & RECREATION
ACTIVITY FREQUENCY SUPPORT
Fair/Fete/Festival .88** .82*
Museum/Art gallery .53 1.00**
Sport (participation) .50 .18
Sport (spectator) .26 .87*
Exercise/Aerobic class - -
Cycling - -
Cinema .88** 1.00**
Theatre .56 .83
Concert .29 1.00**
Park .77* -
Beach .57 .83*
Walking .19 -.30
Holiday .57 1.00**
Swimming .33 1.00
Sailing - -
DIY -.28 -
Gardening .76* -
* = correlation is significant at the p<.05 level (2-tailed) 
** = correlation is significant at the p<.01 level (2-tailed)
E. SOCIAL
ACTIVITY FREQUENCY SUPPORT
Disco .76* -
Pub .14 .25
Party .88* -
Restaurant/Cafe .25 .50
Friend’s house .75* -
Neighbour’s home .56 -
Social club (integrated) -.13 -
Social club (segregated) .19 1.00
* = correlation is significant at the p<.05 level (2-tailed)
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FACILITIES/AMENITIES
ACTIVITY FREQUENCY SUPPORT
Local shop .35 .78
High street store .09 .83*
Post office .39 -
Hairdresser .05 1.00**
Supermarket .15 .73
Chemist .70* 1.00**
Bank/Building Society .77* 1.00**
Place of worship .76* .87
Large retail outlet .27 .63
Jumble/car boot sale .50 .58
Library .54 1.00**
Adult education - -
* = correlation is significant at the p<.05 level (2-tailed) 
** = correlation is significant at the p<.01 level (2-tailed)
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Bullying in Middle Childhood: An Exploration of the Mental Health 
Correlates of Victimisation
Abstract
This study examined the mental health correlates o f being a victim o f bullying, including 
any differences with respect to gender and ethnicity, in a sample o f 198 children aged 9- 
10 years, drawn from three primary schools in South West London. Data was collected 
using standardised self-report questionnaire measures (The Life in Schools Checklist - 
Junior version, The Children’s Depression Inventory and the State-Trait Anxiety 
Inventory for Children). Approximately one quarter o f the sample were classified as 
having been a victim o f bullying in the last week. The results o f the study confirmed that 
the victims o f bullying were significantly more anxious and depressed than their non­
bullied peers. This finding was consistent with results o f previous studies that have 
suggested bullying is associated with mental health problems. No significant interactions 
for gender and/or ethnicity and victimisation were obtained for any o f the measures o f  
mental health. However, a significantly greater proportion o f boys were the victims o f  
bullying compared to girls. This finding was consistent with the results o f some previous 
studies. Furthermore, a significantly greater proportion o f non-British children were the 
victims o f bullying compared to their British peers. This finding differed from those o f  
previous research where no ethnic differences in rates o f bullying were revealed. 
Finally, the results o f the study had considerable clinical implications because they 
suggested that a significantly greater proportion o f bullied children were clinically 
depressed and had above the normative mean levels o f state and trait anxiety compared 
to their non-bullied peers. The limitations o f the study are discussed and the implications 
and areas for further investigation are highlighted.
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Bullying in Middle Childhood: An Exploration of the Mental Health 
Correlates of Victimisation
Introduction
Background
Peer relationships fulfil an important role in children’s social, emotional and cognitive 
development (Slee, 1995a). Bullying at school is a problem that can dramatically affect 
the quality of these relationships. It has become the focus of serious public and 
professional concern in the UK, and research suggests that it is a significant international 
problem (Lowenstein, 1994). It has been argued that educators, mental health 
professionals, researchers and society at large, have a moral obligation to prevent and 
protect children from bullying and to help its victims (e.g., Olweus, 1993; Clarke & 
Kiselica, 1997).
The first serious attempts to study bullying began in Scandinavia in the 1970’s. Since the 
1980’s, research has also been conducted in the UK, Australia, Canada, the United States 
and Japan. The majority of research to date has followed three lines of investigation (see 
Olweus, 1993; Smith & Sharp, 1994). The first has examined the prevalence of bullying in 
relation to different demographic factors such as age, race and gender. The second has 
studied the effectiveness of intervention programmes designed to reduce bullying in 
schools. The third has examined the characteristics (such as personality traits) of bullies 
and their victims.
A relatively neglected area of research concerns the systematic study of the mental health 
correlates of being a victim of bullying. Knowledge about the potential consequences of 
bullying is important for health and education personnel attempting to help victims. 
Therefore the present study examined the mental health correlates of being a victim of
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bullying. A middle childhood population was the target group because research suggests 
that the greatest incidence of bullying occurs in this age group (see below).
Prevalence
Prevalence figures from individual studies range from 5-40% and therefore it is difficult to 
obtain an accurate estimate of the prevalence of bullying. A major reason for the variation 
in prevalence estimates seems to arise from a lack of consensus about how to define 
bullying.
While there is general agreement that bullying represents a sub-type of aggressive 
behaviour (Slee & Rigby, 1993), there has been considerable variation in definitions over 
the years. Early research definitions only acknowledged bullying as a form of physical 
violence carried out by a group (e.g., Heinmann, 1973). Later definitions have been 
extended to include non-physical forms and bullying carried out by individuals (e.g., 
Besag, 1989). The majority of definitions to-date have emphasised the long term and 
systematic nature of bullying. For example, Olweus (1993) defined bullying as either 
verbal (threatening, humiliating, or degrading comments) or physical (hitting, pushing, 
holding, or hostile gesturing) carried out repeatedly by one or more persons. In a review 
of the literature, Farrington (1993) found six criteria that definitions have tended to 
include in varying combinations:
1. Physical, verbal or psychological attack.
2. Intention to cause distress.
3. The effects on the victim being one of fear or distress.
4. An imbalance in power, with the more powerful child acting as the oppressor.
5. Unprovoked by the victim.
6. Repeated over a long period of time.
Two major problems arise from the lack of agreement about how to define bullying. 
Firstly, because of differences in the definitions used, valid comparisons between research
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findings are extremely difficult. Secondly, possible inconsistencies in researchers’ 
definitions may limit the validity of their findings. Therefore, prevalence estimates of 
bullying may be over or underestimated according to the definition used. For example, 
O’Moore (1988) and Byrne (1987), using a definition that only included the more physical 
and persistent forms of bullying, found that 5% of Irish children were victims of bullying. 
Whereas, studies by Whitney and Smith (1993) and Boulton and Underwood (1992) 
which used a definition which included both physical and non-physical forms of bullying, 
found that approximately 27% of junior/middle school pupils were bullied from time to 
time, and 10% were persistently bullied. The most common form of bullying was found to 
be ‘name calling’.
There is general agreement that the incidence of bullying decreases with age in both sexes 
(Roland, 1980). Some have suggested that the rate of bullying in primary schools may be 
twice that found in secondary schools (Olweus, 1985).
However, there are conflicting findings about gender differences in rates of victimisation. 
Some authors have found that boys are more frequently victims (e.g., Boulton & 
Underwood, 1992; Byrne, 1994), others have found no gender differences (e.g., Whitney 
& Smith, 1993). This disagreement may reflect different detection strategies rather than 
rates of victimisation per se. Boys are more frequently the victims of physical aggression, 
which is more likely to be defined as bullying by researchers, than girls who are more 
frequently the victims of “indirect” forms of bullying such as spreading rumours (Bentley 
& Li, 1995).
In summary, research suggests that bullying is a substantial problem in schools today. In a 
comprehensive review of the literature, Smith (1991) concluded that up to 20% of English 
children are victims of bullying. However, this may be a conservative estimate, because by 
nature, bullying is a secretive activity and therefore may be under-reported by children.
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Effects of bullying
Clinical experience suggests that there are negative short and long term mental health 
consequences for children who are victims of bullying. Indeed, many authors have 
suggested that victims of bullying are more likely to display a variety of problems such as 
low self esteem, greater stress and anxiety, social avoidance, concentration problems, 
depression, suicide and attempted suicide (Olweus, 1993; Besag, 1989). However, a 
search of the literature reveals little systematic empirical research in this area. In the past 
seven years only six studies have examined the relationship of anxiety and depression to 
bullying in primary school children using standardised measures of mental health (which 
allow comparisons to normative data). Three of these studies were conducted in the UK, 
one in Ireland and two in Australia (see Appendix 1 for a summary of these studies).
Two of the studies examined the relationship of victimisation to anxiety. Using a measure 
of social anxiety with Australian children, Slee (1994) found that victimisation was 
significantly associated with fear of negative evaluation for both sexes and social 
avoidance and distress amongst girls. Byrne (1994) in a study of children from Dublin 
found that victims were significantly more neurotic than bullies on personality measures 
suggesting a greater proneness to anxiety.
Five studies examined the relationship of depression to being a victim of bullying. In the 
UK, Neary and Joseph (1994) explored the relationship of self-esteem and depression to 
victimisation in a population of school girls. They found that victims had significantly 
poorer perceptions of self-worth, academic competence, behavioural conduct, physical 
appearance and greater depression than non-victims. The mean score of victim group was 
beyond the cut-off on the Birleson Depression Inventory (BDI, Birleson, 1981) suggesting 
that victims had clinically significant levels of depression. These findings were replicated 
by Callaghan and Joseph (1995), and by Austin and Joseph (1996). In the Austin and 
Joseph (1996) study, there was a significantly stronger association between victimisation 
and social acceptance in boys, suggesting that bullied boys felt significantly more rejected
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by their peers than bullied girls. No significant differences were found between male and 
female victims on measures of depression. In addition, Byrne (1994) found that victims 
were significantly more withdrawn and depressed than bullies, using teacher responses to 
the Bristol Social Adjustment Guides (Stott & Marston, 1984). However, no standardised 
self-report measure of depression was used to confirm this relationship. Gender 
differences were not examined. Finally, in the only Australian study, Slee (1995b) found 
that victimisation was significantly associated with increased symptoms of depression in 
both girls and boys. Again, there were no significant differences between the sexes.
In terms of liking of school, the majority of research suggests that victims are more likely 
to view their educational experiences negatively compared to non-bullied children (Baker 
& Mednick, 1990; Blyth, Thiel, Bush & Simmons, 1980). For example Slee (1995b) 
found a tendency for victims to be unhappy at school and to dislike school. Although, 
Rigby and Slee (1993) found no significant association between victimisation and liking of 
school. However, this finding may also suggest that the consequences of bullying are far- 
reaching, affecting children’s happiness both in and out of school.
Therefore, while the research suggests that victims of bullying are indeed likely to suffer 
with significant levels of anxiety and depression, it appears that to-date no single study in 
the UK has examined the range of potential symptoms of both anxiety and depression in 
victims of bullying. The two studies which have examined anxiety have measured rather 
narrow and specific domains of anxiety (social anxiety and neuroticism) which may not be 
representative of the full range of anxiety symptoms experienced by victims of bullying. 
At present it remains unclear whether there are any gender differences in the mental health 
correlates of victimisation and ethnic differences were not explored in any of the studies. 
Furthermore, in all of the previous studies of the mental health correlates of bullying, there 
is a dearth of validity information for the measures of bullying which have been used. This 
means that it is uncertain whether the measures used were an accurate means of 
identifying children who were being bullied. It is possible, for example, that they were
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measuring general childhood worries rather than bullying, in particular. This makes it
difficult to conclude from previous findings that bullying, in itself, was related to poorer
mental health, as opposed to other childhood worries.
Aims of the present study
The primary aim of the present study was to examine:
1. The mental health correlates of being a victim of bullying. Specifically, whether the 
incidence and severity of depressive symptoms and anxiety symptoms are significantly 
greater in children who are victims of bullying compared to children who are not 
victims, including any differences with regard to ethnic origin or gender.
The secondary aims of the present study were to examine:
1. The prevalence and nature of children’s experiences of being a victim of bullying 
within a population of primary school students aged 9-10 years, including any 
differences with regard to ethnic origin or gender.
2. Whether children who are the victims of bullying report less enjoyment of school than 
non-victims.
3. Whether children who are the victims of bullying worry more about bullying than other 
life situations in comparison to non-victims
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Methodology
Sample
The sample was drawn from nine classes of year 5 children (9 to 10 year olds) attending 
three primary schools in South West London. Approval for the study was obtained from 
the University of Surrey Ethics Committee (see Appendix 2) and from the Chief Education 
Officer of the Borough where the study was conducted (see Appendix 3).
A total of 201 children participated in the study as volunteers, 2 children did not wish to 
participate. However, following initial data screening procedures (described in the 
measures section below), questionnaires from 3 of the 201 participants were excluded 
from further analysis because they contained an insufficient number of responses to the 
Life in Schools Checklist - Junior Version (Arora, 1997; Wolverhampton Education 
Department, 1992). This questionnaire was vital because it was used to assign 
participants into the victim and non-victim groups.
The final sample of 198 children consisted of 97 girls (97/198 = 49.0%) and 101 boys 
(101/198 = 51.0%). All participants reported their gender and nationality. In terms of 
nationality, the majority of participants (167) were British (167/198 = 84.3%). 10
participants (10/198 = 5.1%) were of “mixed” nationality and 6 participants (6/198 = 
3.0%) were Indian. The remaining 15 participants (15/198 = 7.6%) consisted of a wide 
variety of “other” nationalities, including French, Sri Lankan, Lebanese, Australian and 
Israeli (these are described in Appendix 4). The procedure for grouping children into the 
above categories is described in Appendix 4. For the purposes of all subsequent statistical 
analyses, participants were grouped into two overall categories, “British” and “non- 
British” (as described in Appendix 4). Therefore, the sample consisted of 167 British 
children (167/198 = 84.3%) and 31 non-British children (31/198 = 15.7%). The mean 
length of attendance at the junior school (out of a possible 3 years) was 2.7 years (range: 1 
month to 3 years).
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Procedure
Prior to data collection, a letter was sent to the parents of all potential participants. This 
briefly explained the details of the study and, gave them an option to request that their 
child not participate (see Appendix 5). No parents refused permission for their children to 
participate in the study.
Before administration, the investigator explained the purpose of the study and what the 
participants would be required to do (see Appendix 6). Any children who did not wish to 
participate were then given the opportunity to leave and thanked for their assistance. 
Before the remaining participants completed the questionnaires, the procedure was 
explained again and any questions were answered (see Appendix 7).
Participants then completed a booklet of questionnaires (in small groups of 5-10 children) 
with the investigator present. This consisted of:
1. A front sheet that asked children to state their age (in years and months), whether they 
were a girl or a boy, how long they had attended the school, and their nationality. This 
is shown in Appendix 8.
2. The Life in Schools Checklist - Junior Version (LIS-J; Arora, 1997; Wolverhampton 
Education Department, 1992).
3. The State-Trait Anxiety Inventory for Children (STAIC; Spielberger, Edwards, 
Lushene, Montuori & Plaztec, 1970).
4. The Children’s Depression Inventory (CDI; Kovacs, 1983; 1985).
5. A measure of Liking of School and Home designed for the purposes of the present 
study.
6. A Worry Thermometer Measure designed for the purposes of the present study.
Items 2-6 are described in the measures section below.
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The questionnaire packs were administered under standardised conditions across school 
settings (a quiet empty classroom in each school, completed in silence by each child unless 
they required help from the investigator). During administration, the investigator provided 
assistance to the participants as required. Each participant took approximately 20-30 
minutes to complete the questionnaire pack. Afterwards all participants were debriefed 
(see Appendix 7) and given an information sheet about who they could talk to if they had 
a problem (see Appendix 9).
Measures
1. Self reported victimisation
The Life in Schools Checklist (Junior Version) is a 39-item self-report questionnaire (LIS- 
J; Arora, 1997; Wolverhampton Education Department, 1992), see Appendix 10. The 
LIS-J was designed as a means of identifying children who have been bullied based on the 
amount of “bullying” behaviours that respondents have experienced during the past week. 
It is a forced-choice questionnaire that asks children to indicate on a three-point scale how 
frequently they have been the recipient of particular behaviours over the past week (e.g., 
“During this week another pupil...called me names”). Respondents are asked to indicate 
for each item whether the behaviour had occurred not at all (scored 0), once (scored 0) or 
more than once (scored 1). Seventeen of the LIS-J items describe behaviours that are 
negative/unfriendly and might be considered bullying. The remaining 22 items describe 
pro-social/friendly, (i.e., non-bullying) behaviours (e.g., ‘During this week another 
pupil...said something nice to me”). These items are intended to draw attention away 
from the fact that the main interest is in those items that might be considered bullying. 
The rationale for asking children to report events that have happened in the last week is to 
reduce the effects of recall bias (Arora, 1997).
In the present study, participant’s scores on two separate dimensions of the LIS-J were 
used to identify the victims of bullying. These dimensions were “physical” bullying and 
“non-physical” bullying. The underlying rationale for the use of two separate dimensions 
is described below.
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1.1. “Physical ” bullying
The LIS-J manual (Arora, 1997), describes six target items of the LIS-J which are used to 
identify the victims of bullying (see Table 1 below). These items all represent physical 
forms of aggression (i.e., direct, implicit or threatened physical aggression). Research by 
Arora and Thompson (1987) suggested that these six items of the LIS-J were most 
consistently perceived as bullying by secondary school aged children and their teachers 
(approximately 40-80% of 12-14 year olds and 50-80% of teachers agreed that these 
items represented bullying). Smith (1994) found that primary school children (aged 6-7 
years) consistently identified these same items with an even higher percentage of 
agreement (approximately 70-90%).
Table 1 - “Physical” bullying items of the LIS-J
ITEM NUMBER DESCRIPTION
4 Tried to kick me
8 Said they’d beat me up
10 Tried to make me give them money
24 Tried to hurt me
37 Tried to break something of mine
39 Tried to hit me
According to the LIS-J manual, a child must have experienced at least one of the 
“physical” bullying items more than once in the past week to be identified as a victim of 
“physical” bullying. The criterion validity of this scale is based on the finding that two- 
thirds of children who reached this criteria also reported that they were being bullied when 
asked directly (Arora, 1994). Research to-date suggests that this scale also has adequate 
split-half reliability (Arora, 1994). Cronbach’s alpha for the “physical” bullying items in 
the present study for the LIS-J was 0.81 (A=189, M= 0.90, SD = 1.51)1.
1 Note: Alphas are obtained from questionnaires where 0 % o f “bullying” items were missing, questionnaires with any missing “bullying” 
items are automatically excluded from internal reliability analyses.
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However, as described in the literature review, despite differences between researchers’ 
definitions of bullying, there is agreement that bullying is a systematic and repeated 
activity. This suggests that victimisation should be repeated both over time, and across 
behaviours. Therefore, a possible limitation of the criteria described above is that while it 
captures behaviours that are consistent across time (i.e., occurred more than once in the 
past week), it does not require that victimisation be systematic (i.e., consistent across 
behaviours). This may lead to children being falsely identified as “victims” when they have 
not been bullied. For example, a child who had experienced somebody trying to hit them 
more than once in the context of normal “playful” childhood, being identified as a victim 
of bullying). Therefore, for the purposes of the present study the LIS-J cut-off was 
increased. In order to be identified as a victim of “physical” bullying a child must have 
reported two or more of the “physical” bullying items occurring at a frequency of “more 
than once in the past week”. This increased the stringency of the cut-off for being a victim 
of “physical” bullying, whilst retaining the original six “target” items of the LIS-J.
1.2. “Non-physical” bullying
Bullying includes a variety of behaviours ranging from clear physical aggression to verbal 
and more subtle psychological threats (e.g., exclusion). Therefore, one of the criticisms of 
only using the six “physical” bullying items as a research tool for identifying the victims of 
bullying is that this may lead to an under-representation of victims who have experienced 
non-physical forms of bullying. Therefore, Arora (1994) suggests that items of the LIS-J 
representing non-physical behaviours may also be included as “bullying” items in order to 
reduce this potential source of bias. Therefore, in the present study additional items of the 
LIS-J regarded as “non-physical” bullying were included as target items for identifying 
victims of non-physical bullying. Eleven items were identified, and 100% independent 
inter-rater agreement was achieved for identification of these items. The eleven items of 
the LIS-J that refer to non-physical bullying (i.e., not specifically physically aggressive 
actions, but still unpleasant/unfriendly actions) are contained in Table 2.
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Table 2 - “Non-physical” bullying items of the LIS-J
ITEM NUMBER DESCRIPTION
1 Called me names
3 Was nasty about my family
6 Was unkind because I am different
11 Tried to frighten me
14 Stopped me playing a game
15 Was unkind about something I did
19 Got a gang on me
26 Made me do something I didn’t want to
28 Took something off me
30 Was rude about the colour of my skin
35 Laughed at me horribly
There were approximately double the number of “non-physical” bullying items (eleven) 
than “physical” bullying items (six). In order to avoid artificially inflating the number of 
participants who were identified as victims (due to the increased number of items for the 
non-physical victimisation scale), the criteria for being classified as a victim of “non­
physical” bullying was adjusted. Therefore, the number of items required to reach the 
criteria for being a victim of “non-physical” bullying, was double the number of items 
required to reach the criteria for being a victim of “physical” bullying. This gave the 
physical and non-physical victimisation items of the LIS-J approximately equal weighting. 
Therefore, in order to be identified as a victim of “non-physical bullying” a child must have 
experienced four or more of the “non-physical” bullying items occurring at a frequency of 
“more than once in the past week”. Cronbach’s alpha for the “non-physical” bullying 
items in the present study was 0.87 (iV==182, M =  1.47, SD = 2.41), suggesting the scale 
had good internal reliability.
1.3. Assignment o f participants to overall victim and non-victim groups
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Based on the criteria for identifying “physical” and “non-physical” victims described 
above, three categories of victims were utilised:
• “Physical” victims only - children who had experienced two or more of the six physical 
bullying items of the LIS-J more than once in the past week and less than four of the 
eleven non-physical bullying items more than once in the past week.
• “Non-physical” victims only - children who had experienced four or more of the 
eleven non-physical bullying items of the LIS-J more than once in the past week and 
less than two of the six physical bullying items more than once in the past week.
• Both “physical and non-physical” victims - children who had experienced two or more 
of the six physical bullying items of the LIS-J more than once in the past week and 
four or more of the eleven non-physical items more than once in the past week.
Children who did not fall into any of these three victimisation categories were labelled as 
the “non-victim group”.
Children who fell into any of the three victim categories described above (“physical” 
victims, “non-physical” victims and “both physical and non-physical” victims) were then all 
grouped together and labelled the “victim group” for comparisons with the non-victim 
group in relation to the variables (e.g., mental health symptoms) of interest.
The LIS-J manual does not provide guidelines for the treatment of missing data. 
Therefore, prior to the process of dividing the sample into victim and non-victim groups, 
participants were excluded from the data set (i.e., excluded from the study) if more than 
20%, of their responses to the “physical” bullying items were missing (i.e., if they had not 
given a response to more than one of the six items shown in Table 1), unless they scored 
sufficiently highly on the remaining items the “physical” bullying dimension to be 
classified as a victim (see criteria described $Jbove). Similarly, participants were excluded 
if more than 20%, of their responses to tfys ppp-pjiysical bullying items were missing (i.e.,
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if they had not given a response to more than two of the eleven items shown in Table 2), 
unless they scored sufficiently highly on the remaining items of the “non-physical” bullying 
dimension to be classified as a victim (see criteria described above). The missing data for 
the LIS-J and the numbers of questionnaires that were excluded are described at the 
beginning of the results section.
2. Anxiety symptoms
The State-Trait Anxiety Inventory for Children (STAIC; Spielberger et al., 1970) was 
designed as a research tool for studying anxiety in elementary school aged children (9 to 
12 years). It consists of two, 20 item sub-scales. The STAIC A-State scale is designed to 
measure “state” anxiety (see Appendix 11), this is considered to be a transitory form of 
anxiety which varies over time and across situations. The STAIC A-Trait scale is 
designed to measure “trait” anxiety (see Appendix 12), this is considered to reflect a 
“relatively stable individual difference o f anxiety proneness” (Spielberger et al, 1970). 
Each item of the STAIC A-State scale requires the child to rate how they feel “right now” 
using a 3 point scale (e.g., “/ fee l”... ”Very calm”/  “Calm”/  “Not calm”) scored 1, 2, or 3 
in the direction of increasing anxiety. A total state anxiety score (ranging from 20-60) is 
obtained by summing respondent’s scores on the 20 state anxiety items. Each item of the 
STAIC A-Trait scale requires the child to read a statement (e.g., “/ am shy”) and choose a 
response which describes how they usually feel, using a 3 point scale (e.g., “Hardly ever”/  
“Sometimes”/  “Often”) scored 1, 2, or 3 in the direction of increasing anxiety. A total 
trait anxiety score (ranging from 20-60) is obtained by summing respondent’s scores on 
the 20 trait anxiety items. Platzec (1970) established the concurrent validity of the trait 
anxiety scale in relation to the Children’s Manifest Anxiety Scale (CMAS, Castaneda, 
McCandless & Palermo, 1956) and the General Anxiety Scale for Children (GCSC, 
Sarason, Davidson, Lighthall et al., 1960). Research also suggests that the state anxiety 
scale has acceptable construct validity (Spielberger et al., 1970). Cronbach’s alpha 
coefficients for the scale in the present study were 0.93 the STAIC A-State scale (7V=163, 
M=30.49, SD=7.97), and 0.89 on the STAIC A-Trait scale (7V=171, M=33.99, SD=9.36).
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Based on the guidelines described in the STAIC manual (Spielberger et al., 1970), prior to 
statistical analyses, missing data for the STAIC was treated as follows:
• Any participants with more than 10% of the STAIC A-State scale items missing (i.e., 
had not responded to more than 2 items of the total possible 20) were excluded from 
all statistical analyses involving the STAIC A-State data. This procedure was the 
same for the STAIC A-Trait scale.
• Missing items for participants who had responded to at least 18 of the STAIC A-State 
items but had not fully completed the questionnaire (20 items in total) were pro-rated 
using a mean of the items where responses had been given. This procedure was the 
same for the STAIC A-Trait scale.
3. Depressive symptoms
The Children’s Depression Inventory (CDI; Kovacs, 1983) is a 27-item self-report 
questionnaire, designed to measure symptoms of depression in school-aged children and 
adolescents (see Appendix 13). Each item consists of three statements (scored 0, 1, or 2 
in the direction of increasing severity) and the child is asked to decide which statement is 
most like them. For example, “I  am sad once in a while” (0); “I  am sad many times” (1); 
and “/  am sad all the time” (2). A total score (ranging from 0-54) is obtained by summing 
the respondent’s scores for the 27 items. Research suggests that the CDI has acceptable 
concurrent validity (Kovacs, 1985). Cronbach’s alpha for the CDI in the present study 
was 0.91 (A=T79, M=  37.80, SD = 9.1).
The CDI does not state any recommended criteria for pro-rating questionnaires for 
missing data. It was decided that the CDI data would be treated in the same manner as 
the STAIC data (where guidelines for pro-rating data are provided). Therefore, prior to 
statistical analyses, missing data for the CDI was treated as follows:
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• Any participants with more than 10% of the CDI items missing (i.e., had given 
responses to less than 24 of the total possible 27) were excluded from all statistical 
analyses involving the CDI data.
• Missing items for participants who had responded to at least 24 of the CDI items but 
had not frilly completed the questionnaire (27 items in total) were pro-rated using a 
mean of the items for which responses had been given.
4. Self reported liking o f school and home
Because there are no published measures of children’s liking for school and home, a 
simple, visual, interval-measurement scale was designed for the present study. Liking of 
school was broken down into: break times, lesson time, sport and P.E time. Each item 
consisted of a statement (e.g., “how much do you like....?”)  and participants were asked 
to rate their degree of liking on an 11 point scale (0-10 in the direction of increasing 
liking) by placing a cross on a horizontal line with 11 check marks between a “smiley” face 
and a sad face (see Appendix 14).
Because all analyses involving these data were conducted separately for each item of the 
“liking of home and school” questionnaire, participants with missing data for any given 
item were automatically excluded in each analysis.
5. Worry thermometer
This self-report instrument was designed for the present study in order to examine how 
much bullying worries a child in relation to other typical experiences in their lives. Each 
participant was asked to rate on a “worry thermometer” (a visual 11 point scale ranging 
from 0-10 in the direction of increasing worry) how much each of the six listed situations 
had worried them in the last week (see Appendix 15). Half the items described situations 
which may cause worry to children (e.g., “Being bullied by another pupil”; “Being told 
off at home ”) and half the items described neutral situations (e.g., “Watching TV”).
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Because all analyses involving these data were conducted separately for each item of the 
“worry thermometer”, participants with missing data for any given item were 
automatically excluded in each analysis.
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Results
1. Missing data
LIS (Junior Version)
Following an inspection of missing data for the physical bullying and non-physical bullying 
items of the LIS-J (see Appendix 16), three questionnaires were excluded from the study 
because they contained 100% missing data for both the physical and non-physical items of 
the checklist. Only one further questionnaire contained more than 20% missing data 
(three missing items of the six possible physical victimisation items). However, on 
inspection, this participant’s remaining scores reached the cut-offs for being both a 
physical and a non-physical victim and therefore this participant was included in the 
sample. Therefore a total of 198 questionnaires were included in the study.
Gender and Nationality
All 198 participants who were included in the study stated both their gender and 
nationality, therefore no participants were excluded from analyses on the basis of missing 
gender or nationality data.
STAIC A-State Anxiety Scale
An examination of missing STAIC A-State data is shown in Appendix 17. This revealed 
that 163 questionnaires were frilly completed. Fifteen questionnaires contained some, but 
less than three missing items. These were pro-rated and included in the study. Twenty 
questionnaires contained three or more missing items and were excluded. Therefore a 
total of 178 STAIC A-State questionnaires were included in the study.
STAIC A-Trait Anxiety Scale
An examination of missing STAIC A-Trait data is shown in Appendix 17. This revealed 
that 171 questionnaires were fully completed. Twenty questionnaires contained some, but 
less than three missing items. These were pro-rated and included in the study. Seven
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questionnaires contained three or more missing items and were excluded. Therefore a 
total of 191 STAIC A-Trait questionnaires were included in the study.
CDI
An examination of missing CDI data is shown in Appendix 18. This revealed that 179 
questionnaires were hilly completed. Fifteen questionnaires contained some, but less than 
four missing items. These were pro-rated and included in the study. Four questionnaires 
contained four or more missing items and therefore these were excluded. Therefore a 
total of 194 CDI questionnaires were included in the study.
2. Children’s experiences of being a victim of bullying
2.1. Identification of the victims of bullying
The total numbers of LIS-J physical victimisation items and LIS-J non-physical 
victimisation items reported by participants as occurring “more than once in the past 
week’ are shown in Appendix 19. Because the LIS-J data was ordinal in nature, a 
Spearman’s rank order correlation was used to examine the relationship between 
participant’s total scores on the physical victimisation (ranging from a possible 0-6) and 
non-physical victimisation scales (ranging from a possible 0-11). This revealed that 
participants’ scores on these two scales were significantly associated with each other; r =
0.65 (A=198), p  < .01, (2-tailed), suggesting that physical and non-physical victimisation 
were moderately to substantially related to each other.
Participant’s total scores on the physical and non-physical victimisation items of the LIS-J 
were then examined to determine victimisation status. The distribution of participants’ 
scores in relation to the cut-offs for the victim and non-victim categories described above 
are shown in Figure 1 below.
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Figure 1 - Scatter-plot of frequencies of participants experiencing the physical and non-physical 
items of the LIS-J more than once in the past week.
Note.
1. Lines bisecting the x and y axes represent cut-offs for the victimisation categories
2. Every solitary dot represents 1 participant
3. Each “petal” surrounding a dot (i.e., line touching it) represents 1 participant
From Figure 1 it is apparent that the majority of people who reached the criteria for being 
a “physical” victim had also experienced some non-physical bullying (even though they 
had not experienced a sufficient amount of this to reach the criteria for “both physical and 
non-physical” victim). In fact, only two participants met the criteria for being a “physical” 
only victim without experiencing any non-physical bullying items. Similarly all of the 
participants who reached the criteria for being a “non-physical” only victim had 
experienced one “physical” bullying item. Therefore, although the criteria above were 
used to identify victims in relation to specific cut-offs, the labels (“physical” victim and 
“non physical victim”) that were used represent groupings which had primarily one form
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of bullying experience or another rather than purely one form of bullying experience or 
another.
The numbers of participants who fell into each of the four categories represented in Figure 
1 above are also shown in Figure 2 below. This reveals that the largest group of victims 
were those who reached the criteria for being a “physical” victim (12.6% of the total 
sample, 25/198), this was followed closely by “both physical and non-physical” victims 
(11.6% of the total sample, 23/198). The smallest group of victims were those who 
reached the criteria for being a “non-physical” victim only (2.0% of the total sample, 
4/198). 73.7% of the total sample (146/198) did not reach the criteria for any of the 
victim categories (i.e., were non-victims).
physical victims 
2 5 /1 2 .6 %
nonphysical victims 
4  / 2.0%
lys/nonphys victims 
\  2 3 /1 1 .6 %
non victims
146 .0 0 /7 3 .7 %
Figure 2 - Pie chart showing the proportions of participants who reached the criteria for “physical” 
victims, “non-physical” victims, “physical and non-physical” victims and non-victims
The distribution of males and females who reached the criteria for being a “physical” 
victim, “non-physical” victim, “both physical and non-physical” victim and ‘non-victim
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are shown in Table 3 below. In the “non-physical” category and “both physical and non­
physical” victim category, the number of observed and expected males and females were 
similar. This suggested that males and females were equally likely to be “non-physical” 
and “both physical and non-physical” victims. In the “physical” victim category, there 
were substantially more observed, than expected males and substantially less observed 
than expected females. This suggested that males were more likely to be “physical 
victims” whereas females were less likely to be “physical victims”. However, because the 
expected count was less than five2 in more than 20% of cells within the contingency table, 
it was not possible to examine whether the observed gender differences between 
categories were statistically significant using a chi-square test.
Table 3  -  Observed and expected counts of male and female participants who reached the
criteria for each of the victim categories.
Victim Category Male
Observed count 
(Expected count)
Female
Observed count 
(Expected count)
Total
“Physical” only victim 21 4 25
(12.8) (12.2) (25.0)
“Non-physical only victim 2 2 4
(2.0) (2.0) (4.0)
“Both physical and non-physical 12 11 23
victim (11.7) (11.3) (23.0)
Non-victim 66 80 146
(74.5) (71.5) (146)
Total 101 97 198
(101.0) (97.0) (198.0)
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The distribution of British and non-British children who reached the criteria for the 
“physical” victim, “non-physical” victim, “both physical and non-physical” victim and 
“non-victim” categories are shown in Table 4 below. In all of the victim categories the 
numbers of observed non-British participants were slightly higher than the expected 
counts and the numbers of observed British participants were slightly lower than the 
expected counts. This suggested that non-British participants were slightly more likely 
than British participants to be victims of all three categories of bullying, whereas non- 
British participants were slightly less likely than non-British participants to be the victims 
of all three categories of bullying. However, because the expected count was less than 
five in more than 20% of cells within the contingency table, it was not possible to examine 
whether the observed differences between British and non-British children were 
statistically significant using a chi-square test.
Table 4  -  Observed and expected counts of British and non-British participants who reached the
criteria for each of the victim categories.
Victim Category British
Observed count 
(Expected count)
Non-British 
Observed count 
(Expected count)
Total
“Physical” only victim 20 5 25
(21.1) (3.9) (25.0)
“Non-physical only victim 3 1 4
(3.4) (0.6) (4.0)
“Both physical and non-physical 14 9 23
victim (19.4) (3.6) (23.0)
Non-victim 130 16 146
(123.1) (22.9) (146)
Total 167 31 198
(167.0) (31.0) (198.0)
An a-priori decision had been made to combine the participants who met the criteria for 
“physical”, “non-physical” and “both physical and non-physical” victims into a single 
“victim” group. The strong association between participant’s scores on the physical and 
non-physical victimisation items of the LIS-J (see above) lends support to this decision. 
Therefore, participants who were identified as victims of bullying using the criteria
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described above were combined to form an overall “victim” group. All participants who 
were identified as non-victims using the criteria above were assigned to a “non-victim” 
group. All subsequent analyses and comparisons described below were conducted using 
these two groups.
2.2. Prevalence of bullying
26.3% (52/198) of participants reached the criteria for the victim group. For the reader’s 
information, a description of prevalence rates at the item level (i.e., the frequencies of 
victims who had experienced each victimisation item of the LIS-J at a frequency of “more 
than once per week”) are described in Appendix 20.
Seventeen victims were female and 35 were male. Therefore, 17.5% (17/97) of females 
were victims compared to 34.7% (35/101) of males. A chi-square test (see Table 5 
below) confirmed that group differences were significant, x2 (1) = 7.50, p  < .05 (2-tailed), 
suggesting that boys were significantly more frequently the victims of bullying than girls. 
For the reader’s information, a description of prevalence rates at the item level (i.e., the 
frequencies of male and female victims who had experienced each victimisation item of the 
LIS-J at a frequency of “more than once per week”) are described in Appendix 21.
Table 5 - Numbers of participants in victim and non-victim groups by Gender
Victim status Male
Observed count 
(Expected count)
Female
Observed count 
(Expected count)
Total
Non-victim 66 80 146
(74.5) (71.5) (146.0)
Victim 35 17 52
(26.5) (25.5) (52.0)
Total 101 97 198
(101.0) (97.0) (198.0)
Seventeen of the victims were non-British and 37 were British. This meant that 54.8% 
(17/31) of non-British children were victims compared to 22.2% (37/167) of the British 
children. A chi-square test (see Table o below) confirmed that these group differences
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were significant, %2 (1) = 9.30, p  < .05 (2-tailed) suggesting that non-British children were 
significantly more frequently the victims of bullying than British children. For the reader’s 
information, a description of prevalence rates at the item level (i.e., the frequencies of 
British and non-British victims who had experienced each victimisation item of the LIS-J 
at a frequency of “more than once per week”) are described in Appendix 22.
Table 6 - Numbers of participants in victim and non-victim groups by Nationality
Victim status British
Observed count 
(Expected count)
Non-British 
Observed count 
(Expected count)
Total
Non-victim 130 16 146
(123.1) (22.9) (146.0)
Victim 37 17 52
(43.9) (8.1) (52.0)
Total 167 31 198
(167.0) (31.0) (198.0)
3. Mental health correlates of being a victim of bullying
The STAIC (anxiety) and CDI (depression) data were examined using a series of 2 x 2 x 2 
(victim status x gender x nationality) between-subjects ANOVA’s. These are described 
below. However, because the sample sizes in some of the cells examined in the higher 
order interactions were less than 10 (see Tables 7, 9 and 11 below), results relating to 
three-way interactions (described below) should be interpreted with extreme caution due 
to the reduced power of these analyses (see Diekhoff, 1992).
3.1. State Anxiety
A 2x2x2 (victim status x gender x nationality) between subjects ANOVA for participants’ 
scores on the STAICA-State scale (see Table 7) revealed that victims reported 
significantly higher levels of state anxiety than non-victims, F(l,170) = 49.83,/? < .001 (2- 
tailed). Main effects for gender and nationality were not significant. This suggested that 
there were no significant differences between males’ and females’ overall levels of state 
anxiety and no significant differences between British and non-British children’s overall
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levels of state anxiety. Furthermore, no significant two or three-way interactions emerged
between victim status, gender and/or nationality.
Table 7; Group means for the STAIC A-State scale by victim status, gender and nationality
Group Gender Nationality Mean Standard N
Deviation
Non-Victims Male British 28.02 5.07 58
Non-British 29.00 5.89 4
Total 28.08 5.08 62
Female British 27.48 4.83 59
Non-British 28.30 2.54 10
Total 27.83 4.57 69
Total British 27.75 4.94 117
Non-British 28.50 3.55 14
Total 27.83 4.80 131
Victims Male British 34.96 9.56 23
Non-British 38.24 9.87 9
Total 35.88 9.60 32
Female British 40.35 10.49 10
Non-British 42.20 13.63 5
Total 40.96 11.16 15
Total British 36.59 10.00 33
Non-British 39.65 11.00 14
Total 37.50 10.29 47
Total Male British 29.99 7.30 81
Non-British 35.40 9.66 13
Total 30.74 7.84 94
Female British 29.35 7.44 69
Non-British 32.93 10.16 15
Total 29.99 8.04 84
Total British 29.69 7.35 150
Non-British 34.08 9.83 28
Total 30.38 7.92 178
The clinical implications of the STAICA-State data were also examined by comparing the 
number of victims and non-victims scoring above, or below/equal, to the age- and gender- 
related means (36.4 for males and 38.7 for females) of a normative sample of elementary 
school children (see Spielberger et al., 1970). These are shown in Table 8. However, it 
should be noted that the overall mean state anxiety scores for the present sample were
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lower than these published norms (30.74 for males and 29.99 for females). Results 
suggested that a greater proportion of the victim group (21/47 = 44.7%) had total state 
anxiety scores which were above the normative population means, compared to 5.3% 
(7/131) of the non-victim group. A chi-square test confirmed that these group differences 
were highly significant, x2 (1) = 40.38,/? < .001 (2-tailed).
Table 8: Frequencies and percentages of children scoring above or equal to/below the gender 
and age related means for the STAIC A-State scale in victim and non-victim groups.
Mental health status Non
Victims
Victims Total
Above normative mean state anxiety levels
(STAIC A-State scale total score > 36.4 for males and 
> 38.7 for females)
7
(5.3%)
21
(44.7%)
28
Below/equal normative mean state anxiety levels
(STAIC A-State scale total score < or = 36.4 for males 
and < or = 38.7 for females)
124
(94.7%)
26
(55.3%)
150
Total 131
(100%)
47
(100%)
178
N.B. The minimum expected count is 7.39
3.2. Trait anxiety
f1A 2x2x2 (victim status x gender x nationality) between subjects ANOVA for participants’ 
scores on the STAICA-Trait scale (see Table 9) revealed that victims had significantly 
higher levels of trait anxiety then non-victims (i.e., victims were significantly more 
“anxiety prone” than non-victims), F(l,183) = 16.42, p  < .001. In addition, there was a 
significant main effect for gender which suggested that females had significantly higher 
levels of trait anxiety than males F(l,183) = 4.34, p  < .05 (2-tailed). However, there was 
no significant main effect for nationality. This suggested that there were no significant 
differences between British and non-British children’s overall levels of trait anxiety. 
Furthermore, no significant two or three-way interactions emerged between victim status, 
gender and/or nationality.
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Table 9: Group means for the STAIC A-Trait scale by victim status, gender and nationality
Group Gender Nationality Mean Standard
Deviation
N
Non-Victims Male British 31.55 6.49 61
Non-British 32.44 7.75 5
Total 31.62 6.53 66
Female British 32.89 8.23 67
Non-British 33.38 9.28 10
Total 32.95 . 8.31 77
Total British 32.25 7.45 128
Non-British 33.07 8.53 15
Total 32.34 7.54 143
Victims Male British 39.33 11.79 24
Non-British 34.42 10.72 8
Total 38.10 11.57 32
Female British 42.76 10.94 10
Non-British 44.51 11.77 6
Total 43.42 10.90 16
Total British 40.34 11.49 34
Non-British 38.74 11.92 14
Total 39.87 11.51 48
Total Male British 33.75 8.98 85
Non-British 33.66 9.38 13
Total 33.74 8.98 98
Female British 34.17 9.17 77
Non-British 37.55 11.35 16
Total 34.76 9.60 93
Total British 33.95 9.04 162
Non-British 35.81 10.52 29
Total 34.23 9.28 191
The clinical implications of the STAICA-Trait data were also examined by comparing the 
numbers of victims and non-victims scoring above, or below/equal, to the age- and 
gender-related means (31.0 for males and 31.2 for females) of a normative sample of 
elementary school children (see Spielberger et ah, 1970). These are shown in Table 10. 
However, it should be noted that mean trait anxiety scores for the present sample were 
higher than these published norms (33.74 for males and 34.76 for females). Results 
suggested that a greater proportion of the victim group (30/48 = 62.5%) had total trait
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anxiety scores which were above the normative population means, compared to 20.3% 
(29/143) of the non-victim group. A chi-square test confirmed that these group 
differences were significant, %2 (1) = 30.00, p  < .001 (2-tailed).
Table 10: Frequencies and percentages of children scoring above or equal to/below the gender 
and age related means for the STAIC A-Trait scale in victim and non-victim groups.
Mental health status Non
Victims
Victims Total
Above average trait anxiety
(STAIC A-Trait scale total score >31.0 for males and > 
31.2 for females)
29
(20.3%)
30
(62.5%)
59
Below/equal average trait anxiety
(STAIC A-Trait scale total score < or = 31.0 for males 
and < or = 31.2 for females)
114
(79.7%)
18
(37.5%)
132
Total 143
(100%)
48
(100%)
191
N.B. The minimum expected count is 14.83
3.3. Depression
A 2x2x2 (victim status x gender x nationality) between subjects ANOVA for participants’ 
scores on the CDI (see Table 11) revealed that victims were significantly more depressed 
than non-victims, F(l,186) = 51.83, p <.001 (2-tailed). Main effects for gender and 
nationality were not significant. This suggested that there were no significant differences 
between males’ and females’ overall levels of depressive symptomatology and no 
significant differences between British and non-British children’s overall levels of 
depressive symptomatology. Furthermore, no significant two or three-way interactions 
emerged between victim status, gender and/or nationality.
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Table 11: Group means for the CDI by victim status, gender and nationality
Group Gender Nationality Mean Standard
Deviation
N
Non-Victims Male British 9.43 7.84 58
Non-British 5.63 2.49 5
Total 9.13 7.61 63
Female British 7.17 5.84 69
Non-British 7.57 5.32 11
Total 7.22 5.74 80
Total British 8.20 6.89 127
Non-British 6.96 4.62 16
Total 8.06 6.67 143
Victims Male British 17.64 10.70 25
Non-British 17.37 6.88 9
Total 17.57 9.73 34
Female British 19.33 9.30 11
Non-British 24.00 16.89 6
Total 20.98 12.19 17
Total British 18.16 10.19 36
Non-British 20.02 11.84 15
Total 18.70 10.61 51
Total Male British 11.90 9.52 83
Non-British 13.18 8.07 14
Total 12.09 9.29 97
Female British 8.84 7.62 80
Non-British 13.37 13.13 17
Total 9.63 8.91 97
Total British 10.40 8.75 163
Non-British 13.28 10.96 31
Total 10.86 9.17 194
The clinical implications of the CDI data were also examined. The frequencies of children 
scoring above or equal to/below the cut-off of 19 (see Kovacs, 1985) are shown in Table 
12. Results suggested that a greater proportion of the victim group were depressed than 
the non-victim group, with 47.1% (24/51) of the victim group scoring beyond the CDI 
cut-off of 19, indicating possible clinical depression, compared to 9.8% (14/143) of the 
non-victim group. A chi-square test confirmed that these group differences were 
significant, x2 (1) = 33.14,p  < .001 (2-tailed).
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Table 12: Frequencies and percentages of children scoring above or below the cut-off for the
CDI in victim and non-victim groups.
Mental health status Non
Victims
Victims Total
Depressed
(CDI total score >19)
14 (9.8%) 24 (47.1%) 38
Not depressed
(CDI total score < or =19)
129 (90.2%) 27 (52.9%) 156
Total 143 (100%) 51 (100%) 194
N.B. The minimum expected count is 9.99
4. Enjoyment of school
A series of unrelated /-tests were conducted to examine whether the victim group differed 
significantly from the non-victim group on each item of the liking of home and school 
checklist (see Table 13 below). Results indicated that victims reported significantly lower 
levels of “liking o f school in general” t (194) = 4.23, p  < .001 (2-tailed), “liking o f lesson 
times” / (195) = 2.40, p  < .05 (2-tailed), and “liking o f break times'’ t (195) = 3.20, p  < 
.01 (2-tailed) than non-victims. However, victims and non-victims did not differ 
significantly with regard to their “liking o f sport and PE lessons”, or in their “liking o f 
being at home”.
Small Scale Research Project250
Table 13 - Group mean values for victim and non-victim groups for each item of the liking of
school and home checklist
Description of item 
(item number)
Victim 
Group 
Mean (SD)
Non-Victim 
Group 
Mean (SD)
Statistical Test Result
Liking of school in 
general (1)
5.12(3.21) 
N = 52
7.15 (2.88) 
N =  144
t (194) = 4.23***
Liking of lesson times 
(2)
5.29 (3.43) 
N = 52
6.38 (2.56) 
N = 145
t (195) = 2.40*
Liking of break times 
(3)
8.4 (3.04) 
N =  52
9.10(1.56) 
N = 145
t (195) = 3.20**
Liking of sport and PE 
lessons (4)
8.64 (2.46) 
N = 52
9.15(1.68) 
N = 145
t (195) = 1.67
Liking of being at 
home (5)
8.75 (2.42) 
N = 52
9.20 (1.65) 
N = 145
t (195) = 1.47
*** significant a/? < .001 level (2-tailed); ** significant atp < .01 level (2-tailed); 
*significant atp<  .05 level (2-tailed)
5. Worries about bullying in comparison to worries about other life situations
A comparison of the victim group and the non-victim group on each item of the ten 
situations listed by the worry thermometer, was made using a series of unrelated /-tests. 
This suggested that victims worried significantly more than non-victims about five of the 
six life situations listed by the worry thermometer (“being bullied by another pupiV\ 
“doing my homework, “being told off by a teacher”, “visiting a friend’s house” and 
“being told o ff at home”). Victims and non-victims did not differ significantly in how 
much they worried about “watching TV”, (see Table 14 below). The most highly 
significant difference between victim and non-victim mean scores was for “being bullied 
by another pupiV\ t (57.6) = 5.03, p  < .001 (2-tailed), this was followed by “doing my 
homeworK\ t (65.1) = 2.80, p  < .01 (2-tailed). Therefore, these results suggested that 
victims worried significantly more than non-victims about all of the situations listed for the 
worry thermometer, especially bullying, with the exception of “watching TV”.
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Table 14 -  Group mean values for victim and non-victim groups on each item of the worry 
thermometer
Description of item (item 
number)
Victim Group 
Mean (SD)
Non-Victim Group 
Mean (SD)
Statistical Test Result
Being bullied by another pupil 
(1)
4.75 (4.42) 
N = 49
1.41 (2.31) 
N =  138
t (57.6) = 5.03***
Doing my homework (2). 4.30 (3.98) 
N = 48
2.55 (2.90) 
N =  138
t (65.1) = 2.80**
Being told off by a teacher (3) 4.41 (3.89) 
N = 49
3.9 (3.13) 
N = 139
t (71.1) = 2.15*
Visiting a friend’s house (4) 2.22 (3.30) 
N = 48
0.82(1.85) 
N =  138
t (57.5) = 2.78**
Being told off at home (5) 3.54 (3.77) 
N = 47
2.22 (2.58) 
N =  138
t (61.3) = 2.23*
Watching TV (6) 2.10 (3.16) 
N = 47
1.18 (2.46) 
N =  138
t (66.0)= 1.81
* significant at p<  .05 level (2-tailed); ** significant at/? < .01 level (2-tailed); *** 
significant ap  < .001 level (2-tailed)
Note.
1. All values shown above are for ‘equal variances not assumed’ (Levene’s test for equality of variances 
indicated that the groups did not have equal variances).
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Discussion
Consistent with previous research, the results of this study highlight the considerable 
emotional suffering of the victims of bullying. The key findings, their implications for both 
future studies and for the more general issue of bullying in schools, will be discussed 
below. Because the primary aim of the present study was to explore the mental health 
correlates of being a victim of bullying, the results which relate to this will be considered 
first. This will be followed by a discussion of the findings relating to the secondary aims 
of the study.
The results revealed that the victims of bullying had significantly more state and trait 
anxiety symptoms and depressive symptoms than non-victims. This finding was consistent 
with previous research which suggested that the victims of bullying were more likely to 
display elevated levels of anxiety and depression in comparison to their non-bullied peers 
(see Appendix 1). There were no significant two-way interactions between victim status 
and nationality, or victim status and gender, for any of the measures of anxiety or 
depression. This suggested that gender and/or nationality did not play a significant role in 
the relationship between victimisation and mental health within the population sampled. 
However, because the sample in the present study was drawn from a largely white, 
middle-class population, this finding awaits replication with different demographic 
populations of children. For example, using samples drawn from inner city and rural areas 
or samples drawn from schools where non-British children are less of a minority group.
Furthermore, these findings should be interpreted with caution because of some of the 
small sample sizes involving the two-way analyses (the smallest being 15 for two-way 
interactions involving gender and 14 for two-way interactions involving ethnicity, see 
Tables 7, 9 and 11). This reduced the statistical power of these analyses and therefore 
these findings await replication from studies involving larger sample sizes. Furthermore, 
although no significant three way interactions emerged between victim status, gender and 
ethnicity, in the relationship between victimisation and mental health, the sample sizes that
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were involved in these three-way interactions were extremely small, (each contained at 
least one group of less than 10, see Tables 7, 9 and 11). Therefore, these findings should 
be interpreted with extreme caution because of the reduced statistical power of these 
analyses. Again, future research, involving larger sample sizes, is needed to examine 
whether there are any important interactions between gender and ethnicity in the 
relationship between victimisation and mental health.
The emergence of a relationship between victimisation and increased symptoms of 
depression and anxiety in the present study is an important finding for researchers, 
educators, and mental health professionals working with children who have been bullied. 
It suggests that victims of bullying are likely to be experiencing significantly higher levels 
of anxiety and depression than their non-bullied peers. However, because the design of 
the present study was cross sectional, it was not possible to determine the direction of 
causality between poorer mental health and victimisation. For example, the results of the 
present study may indicate that being bullied puts children at risk for mental health 
problems, or they may indicate that children with greater levels of anxiety and depression 
are at greater risk of being bullied. Alternatively they may indicate that there is a bi­
directional relationship between victimisation and mental health. Clearly there is a need 
for future researchers to obtain longitudinal data in order to determine the exact nature of 
the relationship between bullying and mental health. Furthermore, there is also a 
possibility that the relationship between poorer mental health and victimisation is 
determined by a third (as yet unknown) variable. Therefore, future studies should include 
variables which may moderate or mediate the relationship between bullying and mental 
health.
The clinical implications of the data were as follows: Firstly, analysis of participants’ 
scores on the CDI suggested that a significantly greater proportion of victims, compared 
to non-victims, scored beyond the cut-off of 19 which indicates possible clinical 
depression. In fact, the incidence of probable clinical depression was almost five times
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higher in the victims of bullying than in their non-bullied peers. Secondly, a comparison of 
victim and non-victim STAIC-A State scores with age- and gender-related means from the 
normative sample (Spielberger et al, 1970) indicated that a significantly greater proportion 
of the victim group scored above the normative population means compared to the non­
victim group. Indeed, the incidence of “above the normative mean” levels of state anxiety 
was over eight times as high in the victims of bullying compared to their non-bullied peers. 
Similarly, a comparison of victim and non-victim STAIC-A Trait scores with age and 
gender related means from the normative sample (Spielberger et a l, 1970) indicated that a 
significantly greater proportion of the victims scored above the normative population 
means compared to the non-victim group. The incidence of victims “above the normative 
mean” levels of trait anxiety was three times as high in the victims of bullying compared to 
their non-bullied peers. These findings are particularly relevant to the comparisons 
described above because they suggest that not only do the victims of bullying report 
significantly higher levels of anxiety and depressive symptomatology, but in a significant 
proportion of the victim group, the increased levels of mental health symptoms may reach 
clinically significant levels. The finding that there was a weaker relationship between 
victimisation and trait anxiety than between victimisation and state anxiety or depression 
lends support to the view that trait anxiety is a “relatively stable individual difference” 
(Spielberger et al, 1970), which is less influenced by situational factors than state anxiety 
and depression. However, because the STAIC does not provide clinical cut-offs, it cannot 
be concluded from the above data that scores above normative mean levels of state or trait 
anxiety were indicative of clinically significant anxiety problems. Furthermore, the clinical 
relevance of all the above findings should be interpreted with extreme caution because the 
measures used in the present study to assess participants’ mental health status were 
designed as instruments that measure levels of symptomatology (see Kovacs, 1983; 
Spielberger et al, 1970) rather than diagnostic tools. Therefore, there is a need for future 
research to clarify the clinical significance of levels of anxiety and depression found in the 
victims of bullying, for example, by comparing victim scores with those obtained from 
matched clinical samples.
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The rate of bullying obtained in the present study (26.3%) was consistent with figure of 
20% estimated by Smith (1991) and 10-30% estimated by Dowdney (1993) in their 
reviews of the literature. However, because the present study only examined children’s 
experiences of bullying in the past week, it was not possible to determine how many of 
these victims were persistently bullied and how many were bullied from time to time. This 
may have important implications on any hypothesised relationships between bullying and 
mental health, because research in other areas (e.g., in the Post-Traumatic Stress 
literature, see Litz & Roemer, 1996, and Green, 1994, for a review) suggests that repeated 
negative/unpleasant experiences are more strongly associated with psychopathology than 
isolated or low frequency unpleasant experiences. This issue requires further investigation 
and may be an interesting new direction for research.
The finding that boys were the victims of bullying significantly more frequently than girls 
was consistent with the results of some previous research (e.g., Boulton & Underwood, 
1992; Byrne, 1994) and inconsistent with other reports of no gender differences (e.g., 
Whitney & Smith, 1993). The greater prevalence of victimisation for boys in middle 
childhood has previously been considered an artefact of definitions favouring physical 
forms of bullying, shown to affect boys more than girls (Bentley & Li, 1995). However, 
because the present study utilised a definition of bullying which gave equal weighting to 
physical and non-physical bullying behaviours, this finding cannot be explained by 
suggesting that it was an artefact of a using definition which was biased towards selecting 
males.
In the present study, a significantly greater proportion of non-British children were the 
victims of bullying compared to British children, suggesting that non-British children were 
at greater risk from bullying than their British counterparts. These findings differed from 
previous research which found no differences in the frequency of bullying in Asian and 
white children matched for age, gender and school (Moran, Smith, Thompson & Whitney,
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1993). One possible explanation for the discrepancy between the above findings may be 
that children in the present study were drawn from a predominantly white population 
where non-British children were a smaller minority group than those in the Moran et al., 
(1993) sample. This raises questions about whether there was a racist nature to the 
bullying experienced by non-British children in the present study, or whether specific 
multicultural/anti-racist education policies might account for differences between these 
two samples. However, little research has been conducted in this area, and there is a need 
for further studies to clarify the nature and extent of any ethnic/racial differences in rates 
of victimisation across a range of demographic samples of children. An examination of 
any contextual factors (such as anti-racism policies) which might account for differences in 
prevalence rates between samples would also be useful. Furthermore, the use of 
nationality, rather than ethnic origin, within the present study may not have been the best 
way of determining ethnic differences in victimisation. For example, some children of 
non-white ethnic origin (regarded as an ethnic minority group) may have classified 
themselves as British. This may have confounded the results of the present study. 
However, the use of ethnic origin rather than nationality may not have identified children 
who are white, but have different accents that distinguish them from other children.
The results concerning the relationship between victimisation and liking of school and 
home were consistent with previous findings which suggest that there is a tendency for the 
victims of bullying to dislike school (Slee, 1995b). However, victimisation was not 
significantly associated with disliking of sports and physical education nor with liking of 
home. This raises questions about why victimisation was associated with certain features 
of school life, yet not with other aspects, and why the relationship did not hold for liking 
of home. This is an issue which could be examined by future researchers. Furthermore 
there is a need for longitudinal data to clarify whether bullying affects children’s happiness 
at school, or whether children who are unhappy at school may be more vulnerable to 
victimisation by their peers.
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Finally, the victims of bullying worried significantly more than non-victims about five of 
the six life situations listed by the worry thermometer (“being bullied by another pupil”; 
“doing my homework; “being told off by a teacher”, “visiting a friend's house”; “being 
told off at home”). The most highly significant difference between victim and non-victim 
groups was for worrying about “being bullied by another pupiV\ Therefore, it is only 
possible to conclude that victims worried significantly more than non-victims about a 
range of life situations, especially bullying. These findings are consistent with the finding 
that victims had significantly higher levels of trait anxiety (or “anxiety proneness”) than 
non-victims. However, a possible limitation of the worry thermometer was that it only 
examined a narrow range of life situations and could have been extended to cover a 
broader range of potentially worrying situations.
In addition to the issues described above, there were several more general limitations to 
the present study: Firstly, as with all studies which use self-report questionnaires, the data 
relies on participants reporting their experiences and feelings accurately. Anecdotally, 
some children had difficulty with reading and asked for help, but there was no way of 
assessing how well the children who did not request help had understood the 
questionnaires. Secondly, a major problem with not asking children directly if they have 
been bullied was that the assignment of children to victim and non-victim groups relied on 
specific behavioural criteria. Therefore, there remains a possibility that some children who 
were being bullied did not reach the criteria for the victim group. Additionally, children 
who were not being bullied, but (for example) engaged in a lot aggressive play with peers, 
may have been assigned to the victim group when they were not being bullied. This may 
have reduced the statistical power for these analyses. The validity of the LIS-J is an issue 
that requires clarification in future studies. For example, the worry thermometer could 
include a question asking children directly if they are being bullied. However, this may 
introduce other sources of bias to the data, such as only identifying children who have 
been bullied by physically aggressive actions (which are more likely to be perceived as 
bullying than non-physically aggressive actions, see Arora & Thompson, 1987; Smith,
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1994). Alternatively, the criterion validity could be examined by collecting observational 
data of children’s experiences over the past week and comparing this to their responses on 
the LIS-J. However, this is likely to be time consuming and costly and may be subject to 
other sources of bias such as the effect of the presence of an observer on children’s 
behaviour (Wilkinson, 1995). Finally, missing data and pro-rated data may have affected 
the results of the present study, because there was no way of knowing how children who 
were not included in the study (e.g., those who refused to participate, who were absent, or 
who had sufficient missing data) compared with children who the analyses are based on 
(e.g., those with sufficient data who agreed to participate). This may have affected the 
generalisability of the results of the present study.
A major advantage of the present study however, was that by asking children about the 
actual behaviours that they had experienced during the past week rather than asking 
whether they had been bullied, a consistent behavioural definition of bullying was applied 
to all children equally. Therefore, some potential sources of bias, such as individual 
differences in participants’ understanding of bullying, were minimised. Secondly, by using 
a broader definition of bullying that included both physical and non-physical forms, these 
data can be compared to a much wider range of previous studies. Furthermore, this was 
the first study conducted in the UK to compare symptoms of both anxiety and depressive 
between victims and non-victims of bullying, including any differences with regard to 
gender and nationality, therefore providing unique information.
The results of the present study confirm that bullying is a substantial problem in schools 
today affecting approximately one in four children and that the victims of bullying are 
likely to be more depressed and anxious than non-victims. Furthermore, approximately 
50% of children who were the victims of bullying were experiencing clinically significant 
levels of depression. Therefore, while schools continue to tackle the problem of bullying, 
they also need to be aware of the potential suffering of the victims and provide 
professional help for these children.
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Research suggests that victims often refrain from telling their teachers when they are being 
bullied because they are not confident that adequate supported will be provided (e.g., 
Bentley & Li, 1995; Sharp, 1996). In addition, teachers often feel that they need more 
support and guidance when dealing with bullying (e.g., Byrne, 1994). Therefore, many 
victims may go unnoticed, and even when they are identified it seems that there are limited 
resources available to help them. Clearly schools urgently need to consider how to be 
more effective in identifying and helping the victims of bullying.
This report been reproduced for to the local authority and schools that participated in the 
study (see Appendix 17 for the response from the Chief Education Officer).
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Appendix 1
Summary of studies of the mental health correlates of bullying which have used 
standardised measures of mental health
AUTHOR
(S)
AGE
GROUP
TITLE MAIN
RESEARCH
QUESTION
OUTCOME
MEASURES
RELEVANT
FINDINGS
Austin and
Joseph
(1996)
8-11
years
Assessment of 
bully/victim 
problems in 8 
to 11 year olds
Differences 
between 
victims, 
bullies and 
bully/victims 
on measures of 
self perception 
and depression 
in UK
Self Perception Profile 
for Children (Harter, 
1985) and Birleson 
Depression Inventory 
(Birleson, 1981)
No significant differences 
between boys and girls, 
except stronger 
association between 
victimisation and social 
acceptance for boys 
compared to girls.
Higher scores on the Peer 
Victimisation 
Questionnaire associated 
with self esteem 
(significant at p<.01 
level) depression 
(significant at p<.01 
level). Victim only and 
bully/victims groups 
scored beyond cut off for 
BDI, indicating severe 
depression
Slee (1995b) Primary Peer
victimisation 
and it’s 
relationship to 
depression 
among 
Australian 
primary school 
students
Relationship 
between 
depression and 
three
dimensions of 
interpersonal 
relations 
(tendency to 
be bullied, 
tendency to be 
victimised and 
tendency to be 
pro-social)
Peer Relations 
Questionnaire (Rigby 
& Slee, 1991) and 
Depression self-rating 
scale
Tendency to be 
victimised significantly 
associated with 
Depression also, 
significantly associated 
with tendency to bully. 
Victims also reported 
being unhappy at school 
and disliking school.
Byrne
(1994)
primary
and
secondar 
y aged 
children
Bullies and 
victims in a 
school setting 
with reference 
to some 
Dublin schools
Examined 
bully and 
victim 
behaviour
Olweus Bully/Victim 
Questionnaire, 
(Olweus, 1989). Bany 
and Johnson’s 
questionnaire (1964) 
and ‘Guess who test’ 
(designed by 
researcher). 
Coopersmith Self 
Esteem Inventory 
(Argyle and Lee).
Victims had significantly 
lower self esteem to 
bullies and controls 
(p<.001). Victims were 
more significantly more 
withdrawn and depressed 
than bullies (p<.001). 
Victims were 
significantly more 
neurotic than bullies
(p<.008).
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AUTHOR
(S)
AGE
GROUP
TITLE MAIN
RESEARCH
QUESTION
OUTCOME
MEASURES
RELEVANT
FINDINGS
The Q sort Inventory 
(Olweus, 1989).
High School 
Personality 
Questionnaire (Cattell 
and Cattell, 1968). 
Bristol Social 
Adjustment Guides 
(Stott and Marston, 
1984)
The Behavioural 
Questionnaire (Rutter, 
1967)
Callaghan 
and Joseph 
(1995)
10-12
years
Self-concept 
and peer 
victimisation 
among
schoolchildren 
in UK
Attempted to 
replicate 
Neary and 
Joseph’s 
(1994) study to 
confirm the 
internal 
reliability and 
convergent 
validity of the 
Peer
Victimisation 
Scale (Rigby 
and Slee,
1991) which 
can be 
immersed 
within the 
Self-
Perception 
Profile for 
Children 
(Harter, 1985)
Peer Victimisation 
Scale (Rigby and Slee, 
1991)
Self-Perception Profile 
for Children (Harter, 
1985)
Birleson Depression 
Inventory (Birleson, 
1981)
Higher PVS significantly 
associated with self and 
peer reported 
victimisation, with lower 
global self-worth, poorer 
perceptions of academic 
competence, behavioural 
conduct, and physical 
appearance and greater 
depressive 
symptomatology.
Victim only and 
bully/victims groups 
scored beyond cut off for 
BDI, indicating 
depression.
Slee (1994) 8-13
years; 9- 
13 years
Situational
and
interpersonal 
correlates of 
social anxiety 
with peer 
victimisation
Examined peer 
victimisation 
and Social 
Anxiety Scale 
for Children 
(LaGreca, 
Dandes, Wick, 
Shaw and 
Stone, 1988)
Study (1)
questionnaire about 
experiences and 
beliefs about bullying; 
Study (2) measure of 
social anxiety Social 
Anxiety Scale for 
Children (LaGreca, 
Dandes, Wick, Shaw 
and Stone, 1988).
Victimisation was 
significantly associated 
with fear of negative 
evaluation among all S’s 
(boys, p<.05; girls, 
p<.01) and with social 
avoidance and distress 
(boys not significant; 
girls p<.01).
Neary and 
Joseph
10-12
years
Peer
victimisation
Developed 
brief self-
Peer Victimisation 
Scale (Rigby and Slee,
Higher PVS significantly 
associated with self and
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AUTHOR
(S)
AGE
GROUP
TITLE MAIN
RESEARCH
QUESTION
OUTCOME
MEASURES
RELEVANT
FINDINGS
(1994) and its
relationship to 
self-concept 
and depression 
among 
schoolgirls in 
UK
report scale to 
identify 
children who 
are being 
bullied, that 
can be 
immersed in 
the Self- 
Perception 
Profile for 
Children
1991)
Self-Perception Profile 
for Children (Harter, 
1985)
Birleson Depression 
Inventory (Birleson, 
1981)
peer reported 
victimisation, with lower 
global self-worth, poorer 
perceptions of academic 
competence, behavioural 
conduct, and physical 
appearance and greater 
depressive 
symptomatology.
Victim only and 
bully/victims groups 
scored beyond cut off for 
BDI, indicating 
depression.
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Ethical approval
8  Ju,y 1998
W f t / ^
M s Caroline Butler
School o f  Human Sciences U l l i V C F S i  t V  
Psychology r  n  *
o i  Surrey
Dear M s Butler
Bullvini! in m iddle childhood: an exploration o f  the m ental health consetiuences
for victim s and teacher aw areness. {A C E /98/17/Psvch’l
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied, and has approved it on the 
understanding that the Ethics Guidelines are observed and that the following condition  
is met:
the Committee w ould like the information that is given to children 
re: counselling and support to emphasise how the children should respond if  
they have any concerns in a manner appropriate for their age e.g. ‘i r you think 
you have a problem that you would like to talk to somebody about in private 
go and talk t o ........
This letter o f  approval relates only to the study specified in your research protocol 
(ACF./9S/17/Psych). The Committee should be notified o f  any changes to the 
proposal, any adverse reactions and i f  the study is terminated earlier than expected  
(with reasons). I enclose a copy o f  the Ethics Guidelines for your information.
Yours sincerely
Helen Schuyleman (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Professor L J  King, Chairman, ACE U n l L S S m y  
Dr Alison Pike, Supervisor Guildford
•' Citn-nvf YM TO’RVUr .- • ourrcy. daIj
England
.16it'piionc^ tui*io5) ♦lUvouu . .
. ' Fax: (01483) 300803
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Permission from Local Authority
LONDON BOROUGH OF 
RICHMOND UPON THAMES
Education Department
Regal House, London Road. Twickenham. TW I 3QB. Telephone 0181 891 7500. Fax 0181 891 7714. Minicom 0181 891 7539. 
E-maii: education@riehmpnd.gov.uk .W orld wide w eb site: http://www.richmond.gPv.uWeducation/
Caroline B utler
P sych olog ist in C lin ical Training  
C linical P sychology O ffice  
University' o f  Surrey 
GUrLDFO RD  
G U 2 5X1I
Dear M s Butter
M any than k s for y o in  letter o f  6  Aprils w hich I  have discussedvvith  S im on  Evans, our Principal 
Educational Ps> chologist. The A uthority is happy to support your project into bullying in  m iddle  
childhood and to put ybu in  touch w ith  a number o f  sam ple schools w h o m ight be vvilling to  
participate m Uie research. C learly, it w ill be important for you  to m ake clear to headtcachers that 
the confidentiality o f  any individual pupil’s  responses w ill be fu lly  observed, and I am  sure that you  
w ill appreciate that sch oo ls m ay, o f  course, w i  sh to obtain parental p erm ission  before proceeding  
with the research.
Sim on Evans has offered to provide you  with contact details for a number o f  schoo ls . P lea se  contact 
him  o n  018 1 -8 9 4  1288. -
I hope the project proceeds w ell, and look  forward to  receiv ing a cop y  o f  your final research paper in  
due course.
Y ours sincerely
V incent M cD onnell 
C h ief Education O fficer
Our Ref: V M cD /cm /294e ; : Your ltcf: Direct D ial: 0181-894  1288  
Contact: S im on Evans
2 9  A p r i l  1 9 9 8
VincentR McDonnell MA, Chief Education Officer
Small Scale Research Project271
Appendix 4
Procedure for Grouping Children According to Nationality
The front cover of the questionnaire booklet asked each participant “What nationality are 
you (for example: are you British, Indian, Chinese, Sudanese?)”. The choice of the term 
nationality, and the use of an open-ended question was decided the result of a discussion 
with two teachers. They believed that children would be more familiar with the term 
“nationality” than “ethnic origin”, and that the use of an open ended question would be 
less confusing for children than the use of pre-determined categories of “nationality”.
Participant responses to this question were then grouped by the investigator according to 
the nationality they had stated as follows:
• Where a child stated “British” or “English” or “Scottish” or “Welsh” they were 
classified as “British”. (If a child stated they were “Irish” they were labelled as “Irish” 
unless they stated specifically that they were from Northern Ireland in which case they 
were labelled “British”).
• Where a child stated they were of a single nationality other than the above they were 
classified as this nationality (e.g., “Indian”). These are shown below:
Other nationalities which were reported
Description Frequency
African 2
Australian 2
Bangladeshi 2
French 1
German 1
Greek Cypriot 1
Israeli 1
Lebanese 1
South African 2
Spanish 1
Sri-Lankan 1
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Total 15
• Where a child stated more than one nationality the investigator examined the nature of 
the nationalities described as follows:
-If a child stated more than one nationality, but these nationalities all 
represented the same nationality (e.g., “Quarter Welsh, quarter Scottish, half 
English”), the child was classified as a single nationality representing this 
grouping (e.g., “British”).
-If a child stated more than one nationality, but these all represented different 
nationalities (e.g., “Half Indian, half British”), the child was classified as 
“mixed” nationality.
• If a child did not state any information regarding their nationality, they were classified 
as “not stated”.
For subsequent statistical analysis of the data, participants were then grouped under the
broader heading of “British” and “non-British” children as follows:
• All children who had been identified as “British” were classified as “British”.
• All children who had been identified as other nationalities or as “mixed” nationality 
were classified as “non-British”.
• Any children who had not stated their nationality were not included in either of these 
groupings and were not included in any statistical analysis that examined the data by 
nationality.
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Appendix 5
Letter to parents
[Headed paper]
Dear Parent
My name is Caroline Butler and I am a Psychologist in Clinical Training at the University 
of Surrey, Guildford. I am writing to you because I am conducting some research which 
examines the impact of bullying on 9 to 10 year old children. Mr/Mrs X, the head teacher 
of your school has given me permission for the children in year 5 to complete some 
questionnaires for this research. I am planning to come to the school on XX/XX/98 and 
XX/XX/98 and I will be asking children to complete my questionnaires (anonymously) in 
small groups, with the help of their class teacher. All the information which I collect will 
remain anonymous and strictly confidential. If you are happy for your child to participate 
in this study there is no need to take further action. However, if you do not want your 
child to take part for any reason, please could you complete and return the slip below to 
your child’s class teacher before the above dates, otherwise we will assume that you have 
no objections.
If there is anything that you wish to discuss with me, please don’t hesitate to contact me at 
the University of Surrey on 01483-259441.
Yours sincerely
Caroline Butler
Psychologist in Clinical Training
Having read the letter sent to me by Caroline Butler (Psychologist in Clinical Training), I
have decided that I do not wish my child (name) .....................................................  to
take part in the study that she will be conducting.
Signed....................................................................
Name.......................... ...........................................
(please print name)
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Appendix 6
Explanation about the purpose of the study and permission for consent from 
children
Hello, my name is Caroline Butler. I have come to your school today because your head 
teacher [name] has given me permission to come and ask you whether you would like to 
fill out some questionnaires for me.
Before I ask whether you would like to join in or not, I will explain why I am asking you 
to fill out the questionnaires. I am a Psychologist and I am doing a project about bullying. 
I am interested in finding out how bullying effects 9 and 10 year old children like you. 
These questionnaires that I have are a way of finding out about this.
If you do decide to join in, I will not be asking for your name so I won’t know who wrote 
what, and anything that you say will be kept confidential [explain: confidential means].
It should take about an half and hour to an hour of your time to fill out all the 
questionnaires. I will be taking small groups of 5 to 10 children into the XXX room at a 
time to fill and asking them to quickly and quietly fill out the questionnaires. If you don’t 
want to fill in the questionnaires then don’t worry, that’s fine. Does anybody have any 
questions [answer questions].
OK so if you do want to join in, please put up your hands now so that I know who to ask 
and who not to ask. Anybody who doesn’t want to join in can leave now [those who 
leave are thanked for their time].
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Appendix 7
Instructions for completing the questionnaires (to each small group of children) 
and debriefing
Instructions
Just to remind you that it should take about half an hour to an hour to fill out the 
questionnaires. You can use a pen or a pencil to fill them out, whatever you prefer. 
Please do not write your name on any of the questionnaires just write your age, your 
nationality, whether you are a girl or a boy and how long you have attended the junior 
school (if you have been here since the start you will have attended for 3 years) on the 
front cover of the booklet. Each of the questionnaires has some instructions about how to 
fill it out, please read these carefully. I am happy to help you if you have any problems 
filling the forms out, just put up your hand if you need some help. Any questions before 
we start? [answer any questions].
Now if you would like to start, please fill out the front page of the booklet and then start 
with the first questionnaire, remember, each questionnaire has instructions about how to 
fill it out but if you don’t understand anything or need some help, just put your hand up 
and I will help you. Please work as quickly and quietly as you can and please don’t miss 
out any of the questions.
Debriefing
Thank you for sparing the time to fill out my questionnaires. Before you go I am happy to 
answer any questions which you might have. Does anybody have any questions? [answer 
questions] .In case anybody in this class is being bullied or has other problems and would 
like to talk to somebody about it in private I am going to give each of you a piece of paper 
which you can keep, there is information about who you can speak to in school and the 
telephone number of a counselling service outside of school [Give out information sheets]. 
Thanks again for your time.
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Appendix 8
Front Cover of Questionnaire Pack
Inside this booklet are some questionnaires which I am going to ask you to fill out in 
a few minutes. Before you open the booklet, please give fill out the boxes below:
QUESTION ANSWER
What is your age (in years and months)?
Are you a girl or a boy?
How long have you attended this school?
What nationality are you?
(for example are you: British, Indian, 
Chinese, Sudanese)
If you need any help now or at any time while you are filling out the booklet, please 
just put up your hand and I will be happy to help.
Thank you
Small Scale Research Project 277
Appendix 9
Information sheet given to all participants
If you think you ever have a problem that you would like to talk to  
somebody about in private the following information may be useful:
In school:
You can either speak to your class teacher, or 
You can speak to any other teacher
If you do not want to speak to somebody at school:
You can speak to a parent or guardian, or 
You can telephone Childline free on 0800 11 11
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Appendix 10
The Life in Schools Checklist - Junior version (Arora, 1997; Wolverhampton 
Education Department, 1992)
Below are a list of things that can happen to children at school. Please read each 
statement carefully and then decide whether it has happened to you during this week. 
Please tick the correct box next to the statement to say whether it happened to you not at 
all, once or more than once in the last week.
During this week another pupil: Not at 
all
Once More
than
once
1. Called me names
2. Said something nice to me
3. Was nasty about my family
4. Tried to kick me
5. Was very nice to me
6. Was unkind because I am different
7. Gave me a present
8. Said they’d beat me up
9. Gave me some money
10. Tried to make me give them money
11. Tried to frighten me
12. Asked me a stupid question
13. Lent me something
14. Stopped me playing a game
15. Was unkind about something I did
16. Talked about clothes with me
17. Told me a joke
18. Told me a lie
19. Got a gang on me
20. Tried to make me hurt other people
21. Smiled at me
22. Tried to get me into trouble
23. Helped me to carry something
24. Tried to hurt me
25. Helped me with my class work
26. Made me do something I didn’t want to
27. Talked about TV
28. Took something off me
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During this week another pupil: Not at 
all
Once More
than
once
29. Shared something with me
30. Was rude about the colour of my skin
31. Shouted at me
32. Played a game with me
33. Tried to trip me up
34. Talked about things I like
35. Laughed at me horribly
36. Said they would tell on me
37. Tried to break something of mine
38. Told a lie about me
39. Tried to hit me
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Appendix 11
The State-Trait Anxiety Inventory for Children STAICA-State Scale (Spielberger 
etai,  1970)
A number of statements which boys and girls use to describe themselves are given below. 
Read each statement carefully and decide how you feel right now. Then put an X in the 
box in front of the word or phrase which best describes how you feel. There are no right 
or wrong answers. Do not spend too much time on any one statement. Remember, find 
the word or phrase which best describes how you feel right now, at this very moment.
1. I feel....... |__| very calm |__| calm |__| not calm
2. I feel | | very upset | | upset | | not upset
3. I feel | | very pleasant | | pleasant | | not pleasant
4. I feel..... | | very nervous | | nervous | | not nervous
5. I feel | | very jittery □  jittery | | not jittery
6. I feel....... | | very rested | | rested | | not rested
7. I feel | j very scared j | scared | | not scared
8. I feel j j very relaxed | j relaxed j j not relaxed
9. I feel j—| very worried j—j worried |—j not worried
10.1 feel |—| very satisfied j—| satisfied j—| not satisfied
11.1 feel | | very frightened | | frightened | | not frightened
12.1 feel | | very happy □ happy | | not happy
13.1 feel | | very sure | | sure | | not sure
14.1 feel | | very good | | good | | not good
15.1 feel | | very troubled | | troubled | | not troubled
16.1 feel | | very bothered | | bothered ' not bothered
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17.1 feel  very nice nice not nice
18.1 feel..,.. Q  very terrified |^J terrified Q J not terrified
19.1 feel  very mixed-up Q  mixed-up not mixed-up
20.1 feel  I I very cheerful I I cheerfiil I I not cheerful
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Appendix 12
The State-Trait Anxiety Inventory for Children STAICA-Trait Scale (Spielberger 
etal., 1970)
Some more statements which boys and girls use to describe themselves are given below. 
Read each statement and decide if it is hardly ever, or sometimes or often true for you. 
Then for each statement, put an X in the box in front of the word that seems to describe 
you best. There are no right or wrong answers. Do not spend too much time on any one 
statement. Remember, choose the word which seems to describe how you usually feel.
1. I worry about making mistakes.. . hardly evef | sometimes| | often □
2. I feel like crying....................... hardly evef | sometimes| | often □
3. I feel unhappy............................. hardly evef | sometimes| | often □
4. I have trouble making up my 
mind..........................................
hardly evef | sometimes] | often □
5. It is difficult for me to face my 
problems.................................... , hardly e v e d sometimesO often □
6. I worry too much....................... . hardly e v e d sometimesd often □
7. I get upset at home....................., hardly evef 1 sometimesO often □
8. I am shy.................................... ,, hardly evef 1 sometimesd often □
9. I feel troubled............................ . hardly evef 1 sometimesd often □
10. Unimportant thoughts run through
my mind and bother me...............hardly evef I sometimes! I often □
11.1 worry about school................ .. hardly evef | sometimes! | often □
12.1 have trouble deciding what 
to do.........................................
hardly evef | sometimes! | often □
13.1 notice my heart beats fast....... hardly evef | sometimes! | often □
14.1 am secretly afraid................... hardly evef j sometimes] | often □
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15.1 worry about my parents...... .... hardly evef | sometimes| | often
16. My hands get sweaty............. ,,.. hardly evef | sometimes| | often
17.1 worry about things that 
may happen............................
hardly evef | sometimes| | often
18. It’s hard for me to fall
asleep at night........................
hardly evef | sometimes| | often
19.1 get a funny feeling in
my stomach............................
hardly evef | sometimes] | often
20. I worry about what others 
think of me............................
hardly evef | sometimes] | often
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Appendix 13
The Children’s Depression Inventory (Kovacs, 1983)
People sometimes have different feelings and ideas.
This form lists different kinds of feelings and ideas in groups. From each group, pick one 
sentence that describes you best for the past two weeks. After you pick a sentence from 
the first group, go on to the next group.
There is no right answer or wrong answer. Just pick the sentence that best describes the 
way you have been recently. Circle the number next to your answer, like this:
EXAMPLE:
I read books all the time . . .
I read books once in a while 
I never read books............
Remember, pick out the sentence that describes your feelings and ideas in the PAST
TWO WEEKS._____________________________________________________
1. I am sad once in a while.................................................................................0
I am sad many times.......................................................................................1
I am sad all the time.......................................................    2
2. Nothing will ever work out for m e................................................................ 0
I am not sure if things will work out for me...................................................1
Things will work out for me O.K...................................................................2
3. I do most things O.K...................................................................................... 0
I do many things wrong.................................................................................1
I do everything wrong....................................................................................2
o
Small Scale Research Project 285
4. I have fun in many things...............................................................................0
I have fun in some things................................................................................1
Nothing is fun at all.....................................  2
5. I am bad all the time.. , .........................    0
I am bad many times.......................................................  1
I am bad once in a while................................................................................ 2
6. I think about bad things happening to me once in a while  .......................0
I worry that bad things will happen to me......................................................1
I am sure that terrible things will happen to me............................................. 2
7. I hate myself..................................................................................................0
I do not like myself..................................................................................... 1
I like myself...................................................................................................2
8. All bad things are my fault.............................................................................0
Many bad things are my fault.....................................................   1
Bad things are not usually my fault.......................................  2
9. I do not think about killing myself.............................................................   0
I think about killing myself but I would not do it........................................... 1
I want to kill myself...................................................................................... 2
10. I feel like crying every day............................................................................. 0
I feel like crying many days............................................................................ 1
I feel like crying once in a while....................  2
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11. Things bother me all the time........................................................................0
Things bother me many times........................................................................1
Things bother me once in a while...................................................................2
12. I like being with people...................................................................................0
I do not like being with people many times...................................................1
I do not want to be with people at a ll........................................................... 2
13. I cannot make up my mind about things........................................................ 0
It is hard to make up my mind about things. ..............................................1
I make up my mind about things easily......................................................... 2
14. I look O.K.................................................... .. ........................ .................... 0
There are some bad things about my looks................................................... 1
I look ugly.....................................................................................................2
15. I have to push myself all the time to do my schoolwork...................................0
I have to push myself many times to do my schoolwork................................ 1
Doing schoolwork is not a big problem.................................................   2
16. I have trouble sleeping every night................................................... 0
I have trouble sleeping many nights...............................................................1
I sleep pretty well..........................................................................................2
17. I am tired once in a while...................................................................  0
I am tired many days..................................................................................... 1
I am tired all the time..................................................................................... 2
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18. Most days I do not feel like eating................................................................0
Many days I do not feel like eating............................................................... 1
I eat pretty well.............................................................................................2
19. I do not worry about aches and pains........................................................... 0
I worry about aches and pains many times.....................................................1
I worry about aches and pains all the time..................................................... 2
20. I do not feel alone........................................................................................... 0
I feel alone many times...................................................................................1
I feel alone all the time..................................................................................2
21. I never have fun at school.............................................................................. 0
I have fun at school only once in a while...................................................... 1
I have fun at school many times.....................................................................2
22. I have plenty of friends...................................................................................0
I have some friends but I wish I had more......................................................1
I do not have any friends...............................................................................2
23. My schoolwork is all right...............................................................................0
My schoolwork is not as good as before........................................................1
I do very badly in subjects I used to be good in.............................................2
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24. I can never be as good as other kids.............................................................. 0
I can be as good as other kids if I want to..................................................... 1
I am just as good as other kids    ............................................................... 2
25. Nobody really loves me.................................................................................. 0
I am not sure if anybody loves m e.................................................................1
I am sure that somebody loves me.....................................................   2
26. I usually do what I am told ..............................................  0
I do not do what I am told most times........................................................... 1
I never do what I am told ............................................................................. 2
27. I get along with people....................................................................................0
I get into fights many times..................     1
I get into fights all the time........................................................................... 2
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Appendix 14
Liking of school and home measure
Below are some questions. Please mark the dotted line with a cross to show how much
you usually like certain things. For example, if you were asked how much you like 
break times and you disliked break times very much you would mark your cross like this:
Remember the distance that you mark the cross along the line shows how much you like 
something:
- The nearer you mark a cross to the smiley face ©  the more you like something
- The nearer you mark a cross to the sad face © the more you dislike something________
1. How much do you like school in general?
2. How much do you like lesson times?
3. How much do you like break times?
4. How much do you like Sport and PE lessons?
5. How much do you like being at home?
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Appendix 15
Worry thermometer
Thermometers are normally used to measure the temperature of something. This thermometer is designed 
to measure how much worry different situations cause you at the moment. Please mark by or on the 
thermometer with a pen or pencil how much the things listed below have worried you in the last week.
1. Being bullied by another pupil
2. Doing my homework
3. Being told off by a teacher
4. Visiting a friend’s house
5. Being told off at home
6. Watching TV
Worried me very much j Q —
6 -
5 “
4
3
1 "
Hasn’t worried me at all 0
MARK THIS SIDE
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Appendix 16
Missing Data for the LIS (Junior Version) Physical and Non-Physical Bullying 
Items
Missing items on the physical bullying dimension
Number of 
missing items 
(out of possible 
6)
Percentage of 
missing data on 
this scale
Frequency Description Exclude or 
include
6 100% 3* No responses for 
bullying items
Exclude*
3 50% 1 More than 20% 
missing data but 
still qualifies as 
“Both physical 
and non­
physical” victim 
on remaining 
items
Include
1 16.7% 8 Less than 20% 
missing data
Include
0 0% 189 No missing data Include
*These refer to the same questionnaires as those shown below, therefore a total of 3 
questionnaires were excluded overall.
Missing items on the non-physical bullying dimension
Number of 
missing items 
(out of possible 
11)
Percentage of 
missing data on 
this scale
Frequency Description Exclude or 
include
11 100% 3* No responses for 
bullying items
Exclude*
2 18.2% 2 Less than 20% 
missing data
Include
1 9.1% 14 Less than 20% 
missing data
Include
0 0% 182 No missing data Include
*These were the same questionnaires as those missing 100% above, therefore a total of 3 
questionnaires were excluded overall.
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Appendix 17
Missing Data for the STAIC A-State and STAIC A-Trait Scales
Missing items on the STAIC A-State scale
Number of 
missing items (out 
of possible 20)
Percentage of 
missing data on 
this scale
Frequency Exclude or include Pro-rate
20 100% 3 Exclude -
19 95.0% 4 Exclude -
18 90.0% 1 Exclude -
17 85.0% 1 Exclude -
14 70.0% 1 Exclude -
13 65.0% 1 Exclude -
11 55.0% 2 Exclude -
10 50.0% 1 Exclude -
8 40.0% 1 Exclude -
4 20.0% 3 Exclude -
3 15.0% 2 Exclude -
2 1.0% 3 Include Yes
1 5.0% 12 Include Yes
0 0% 163 Include No
Missing items on the STAIC A-Trait scale
Number of 
missing items (out 
of possible 20)
Percentage of 
missing data on 
this scale
Frequency Exclude or include Pro-rate
20 100% 2 Exclude -
19 95.0% 3 Exclude -
4 20.0% 2 Exclude -
2 1.0% 1 Include Yes
1 5.0% 19 Include Yes
0 0% 171 Include No
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Appendix 18
Missing Data for the CDI
Missing items on the CDI
Number of 
missing items (out 
of possible 27)
Percentage of 
missing data on 
this scale
Frequency Exclude or include Pro-rate
9 33.3% 1 Exclude -
8 29.6% 1 Exclude -
7 25.9% 1 Exclude -
5 18.5% 1 Exclude -
3 11.1% 3 Include Yes
2 7.4% 2 Include Yes
1 3.7% 10 Include Yes
0 0% 179 Include No
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Appendix 19
The total numbers of “physical” victimisation and “non-physical” victimisation 
LIS-J items reported by participants as occurring more than once in the past
week
“Physical” victimisation items
140
120  ■
100
80  ■
60
40
20 .
.00 1.00 2.00 3.00 4.00 5.00 6.00
Total num ber of physical vicitmisation item s
“Non-physical” victimisation items
120
100
60
40
6.00.00 2.00 4.00 i.00 10.00
7.001.00 3.00 5.00 I.00 11.00
Total num ber of non-physical victimisation item s
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Appendix 20
Victimisation items of LIS-J: Overall frequencies of victims who reported 
experiencing each item more than once in the past week
The overall frequencies of children in the victim group who had experienced each type of 
the six “physical” bullying items and eleven “non-physical” bullying items of the LIS-J 
more than once in the past week are shown below. Of the seventeen LIS-J bullying items, 
“tried to kick me” was experienced by the greatest proportion of victims (37/51 = 72.5%). 
This was followed by “called me names” (reported by 36/52 = 69.2% of victims), “tried to 
hurt me” (reported by 34/50 = 68.0% of victims) and “tried to hit me” (reported by 33/51 
= 64.7% of victims). “Tried to make me given them money” was experienced by the 
smallest proportion of victims (7/51 = 13.7%), followed by “was rude about the colour o f 
my skin” (9/51 = 17.6%).
“Physical” victimisation items
Item Number Description Of Item N
(Victim
Group)
Overall frequency of victims who 
had experienced item more than 
once in the past week 
(% of victim group)
4 Tried to kick me 51 37
(37/51 = 72.5%)
8 Said they’d beat me up 51 24
(24/51 = 47.1%)
10 Tried to make me give them 
money
51 7
(7/51 = 13.7%)
24 Tried to hurt me 50 34
(34/50 = 68.0%)
37 Tried to break something of mine 52 22
(22/52 = 42.3%)
39 Tried to hit me 51 33
(33/51 = 64.7%)
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“Non-physical” victimisation items
Item Number Description Of Item N
(Victim
group)
Overall frequency of victims who 
had experienced item more than 
once in the past week 
(% of victim group)
1 Called me names 52 36
(36/52 = 69.2%)
3 Was nasty about my family 52 12
(12/52 = 23.1%)
6 Was unkind because I am 
different
51 18
(18/51 =35.3%)
11 Tried to frighten me 52 21
(21/52 = 40.4%)
14 Stopped me playing a game 52 25
(25/52 = 48.1%)
15 Was unkind about something I 
did
52 19
(19/52 = 36.5%)
19 Got a gang on me 52 21
(21/52 = 40.4%)
26 Made me do something I didn’t 
want to
51 15
(15/51 = 29.4%)
28 Took something off me 52 20
(20/52 = 38.5%)
30 Was rude about the colour of my 
skin
51 9
(9/51 = 17.6%)
35 Laughed at me horribly 51 24
(24/51 =47.1%)
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Appendix 21
Victimisation items of LIS-J: Frequencies of male and female victims who 
reported experiencing each item more than once in the past week
The frequencies of males and females in the victim group who had experienced each type 
of the seventeen LIS-J bullying items are shown below. The item which was experienced 
by the greatest proportion of male victims was “tried to kick me” (experienced by 28/35 = 
80.0% of male victims), this was followed by “tried to hurt me” (experienced by 22/33 = 
66.7% of male victims). The item that was experienced by the smallest proportion of male 
victims was “was rude about the colour o f my skin” (experienced by 5/34 = 14.7%). The 
item that was experienced by the most female victims was “called me names” 
(experienced by 14/17 = 82.7% of female victims), this was followed by “laughed at me 
horribly”, “tried to hurt me”, and “tried to hit me” (each was reported by 12/17 = 70.6% 
of female victims respectively). The item which was experienced by the smallest 
proportion of female victims was “tried to make me give them money” (experienced by 
1/17 = 5.9%).
With the exception of “took something o ff me” (reported by 14/35 = 40.0% of males and 
6/17 = 35.3% of females), a greater proportion of female victims than male victims had 
experienced all of the remaining 10 “non-physical” items of the LIS-J. For the “physical” 
items of the LIS-J, a greater proportion of male victims had experienced three of the six 
items more frequently than female victims (“tried to kick me”, “said they’d beat me up”, 
“tried to make me give them money”). Female victims had experienced the remaining 
three “physical” items more frequently than male victims (“tried to hurt me”, “tried to 
break something o f mine”, “tried to hit me”). The greatest discrepancy between male and 
female victims was “laughed at me horribly”, which was experienced by 70.6% of females 
(12/17) and 35.3% of males (12/34).
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“Physical” victimisation items
Item
No.
Description Of Item Overall Frequency 
of Male Victims (% 
Of Male Victims)
Overall Frequency 
of Female Victims 
(% Of Female 
Victims)
Difference Between 
Groups 
(% male - % 
female)
4 Tried to kick me 28
(28/35 = 80.0%)
9
(9/16 = 56.3%)
23.7%
8 Said they’d beat me up 18
(18/34 = 52.9%)
6
(6/17 = 35.3%)
17.6%
10 Tried to make me give 
them money
6
(6/34 = 17.6%)
1
(1/17 = 5.9%)
11.7%
24 Tried to hurt me 22
(22/33 = 66.7%)
12
(12/17 = 70.6%)
-3.9%
37 Tried to break something 
of mine
13
(13/35 = 37.1%)
9
(9/17 = 52.9%)
-15.8%
39 Tried to hit me 21
(21/34 = 61.8%)
12
(12/17 = 70.6%)
-8.8%
“Non-physical” victimisation items
Item
No.
Description Of Item Overall Frequency 
of Male Victims (% 
Of Male Victims)
Overall Frequency 
of Female Victims 
(% Of Female 
Victims)
Difference between 
groups 
(% male - % 
female)
1 Called me names 22
(22/35 = 62.9%)
14
(14/17 = 82.4%)
-19.5%
3 Was nasty about my 
family
7
(7/35 = 20.0%)
5
(5/17 = 29.4%)
-9.4%
6 Was unkind because I am 
different
10
(10/35 = 28.6%)
8
(8/16 = 50.0%)
-21.4%
11 Tried to frighten me 14
(14/35 = 40.0%)
7
(7/17 = 41.2%)
-1.2%
14 Stopped me playing a 
game
14
(14/35 = 40.0%)
11
(11/17 = 64.7%)
-24.7%
15 Was unkind about 
something I did
11
(11/35 = 31.4%)
8
(8/17 = 47.1%)
-15.7%
19 Got a gang on me 11
(11/35 = 31.4%)
10
(10/17 = 58.8%)
-27.4%
26 Made me do something I 
didn’t want to
9
(9/34 = 26.5%)
6
(6/17 = 35.3%)
-8.8%
28 Took something off me 14
(14/35 = 40.0%)
6
(6/17 = 35.3%)
4.7%
30 Was rude about the 
colour of my skin
5
(5/34=14.7%)
4
(4/17 = 23.5%)
-8.8%
35 Laughed at me horribly 12
(12/34 = 35.3%)
12
(12/17 = 70.6%)
-35.3%
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Appendix 22
Victimisation items of LIS-J: Frequencies of British and non-British victims who 
reported experiencing each item more than once in the past week
The frequencies of British and non-British children in the victim group who had 
experienced each type of the seventeen LIS-J bullying items are shown below. The items 
which were experienced by the greatest proportion of non-British victims were “tried to 
hurt me” and “tried to hit me” (experienced by 12/14 = 85.7% of non-British victims), this 
was followed by “called me names” (experienced by 12/15 = 80.0% of non-British 
victims). The item which was experienced by the smallest proportion of non-British 
victims was “tried to make me give them money” (experienced by 3/14 = 21.4%). The 
item which was experienced by the greatest proportion of British victims was “tried to 
kick me” (experienced by 28/37 = 75.7% of British victims), this was followed by “called 
me names” (experienced by 24/37 = 64.9% of British victims). The item which was 
experienced by the smallest proportion of British victims was “tried to make me give them 
money” (experienced by 4/37 = 10.8%).
With the exception of “tried to kick me” (reported by 28/37 = 75.7% of British victims 
and 9/14= 64.3% of non-British victims), a greater proportion of non-British victims than 
British victims had experienced all of the “physical” items of the LIS-J. Similarly, a 
greater proportion of non-British victims had experienced all of the “non-physical” items 
of the LIS-J more frequently than had British victims, with the exception of “tried to 
frighten me” (reported by 15/37 = 40.5% of British victims and 6/15 = 40% of non-British 
victims) and “stopped me playing a game” (reported by 19/37 = 51.4% of British victims 
and 6/15 = 40% of non-British victims). The greatest discrepancy between British and 
non-British victims was for “was unkind about something I  did”, which was experienced 
by 60.0% of non-British victims (6/15) and 27.0% of British victims (10/37).
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“ Physical” victimisation items
Item
No.
Description Of Item Overall Frequency of 
British Victims (% 
Of British Victims)
Overall Frequency of 
Non-British Victims 
(% Of Non-British 
Victims)
Difference Between 
Groups (% British- 
% non-British)
4 Tried to kick me 28
(28/37 = 75.7%)
9
(9/14 = 64.3%)
11.4%
8 Said they’d beat me up 17
(17/36 = 47.2%)
7
(7/15 = 46.7%)
-0.4%
10 Tried to make me give 
them money
4
(4/37=10.8%)
3
(3/14 = 21.4%)
-10.6%
24 Tried to hurt me 22
(22/36 = 61.1%)
12
(12/14 = 85.7%)
-24.6%
37 Tried to break something 
of mine
14
(14/37 = 37.8%)
8
(8/15 = 53.3%)
-15.5%
39 Tried to hit me 21
(21/37 = 56.8%)
12
(12/14 = 85.7%)
-28.9%
“Non-physical” victimisation items
Item
No.
Description Of Item Overall Frequency of 
British Victims (% 
Of British Victims)
Overall Frequency of 
Non-British Victims 
(% Of Non-British 
Victims)
Difference Between 
Groups (% British-% 
non-British)
1 Called me names 24
(24/37 = 64.9%)
12
(12/15 = 80.0%)
-15.1%
3 Was nasty about my 
family
6
(6/37=16.2%)
6
(6/15 = 40.0%)
-23.8%
6 Was unkind because I am 
different
11
(11/36 = 30.6%)
7
(7/15 = 46.7%)
-16.1%
11 Tried to frighten me 15
(15/37 = 40.5%)
6
(6/15 = 40.0%)
0.5%
14 Stopped me playing a 
game
19
(19/37 = 51.4%)
6
(6/15 = 40.0%)
11.4%
15 Was unkind about 
something I did
10
(10/37 = 27.0%)
9
(9/15 = 60.0%)
-33.0%
19 Got a gang on me 14
(14/37 = 37.8%)
7
(7/15 = 46.7%)
-8.9%
26 Made me do something I 
didn’t want to
9
(9/36 = 25.0%)
6
(6/15 = 40.0%)
-15.0%
28 Took something off me 14
(14/37 = 37.8%)
6
(6/15 = 40.0%)
-2.2%
30 Was rude about the colour 
of my skin
5
(5/37 = 13.5%)
4
(4/14 = 28.6%)
-15.1%
35 Laughed at me horribly 15
(15/37 = 40.5%)
9
(9/14 = 64.3%)
-23.8%
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Bullying in Adolescence: An Exploration of the Mental Health 
Correlates of Victimisation and the Role of Attributional Style in 
Psychopathology
Abstract
This study examined the relationship o f anxiety and depression to bullying, including any 
differences with respect to gender and ethnicity, in a sample o f 255 adolescents aged 12- 
14 years, drawn from three secondary schools in South West London. This study utilised 
a similar methodology and standardised self-report measures to the Butler (1998, 
unpublished) study o f bullying in middle childhood. This allowed direct comparisons to 
be made across the two age groups. The study also extended the theme o f the Butler 
(1998, unpublished) study by examining the role o f attributional style as a mediating or 
moderating factor in the relationship between victimisation and psychopathology. Data 
was collected using standardised self-report questionnaire measures (The Life in Schools 
Checklist, The Children’s Depression Inventory, The State-Trait Anxiety Inventory for 
Children and The Children’s Attributional Style Questionnaire). Approximately one in 
five adolescents in the sample were classified as having been a victim o f bullying in the 
last week. The results o f the study confirmed that the victims o f bullying were 
significantly more anxious and depressed than their non-bullied peers. Furthermore, a 
significantly greater proportion o f non-white adolescents were the victims o f bullying 
compared to their white peers. These results were consistent with those o f the similar 
study with children in their middle childhood years (Butler, 1998, unpublished) study. In 
addition, a significant interaction for ethnicity and victimisation was obtained, 
suggesting that victimisation was more strongly related to depression in white 
adolescents than non-white adolescents. These findings differed from those o f the Butler 
(1998, unpublished) study where no interactions for ethnicity were revealed. Finally, the 
results suggested that negative attributional style moderated the relationship between 
victimisation and depression. This finding was consistent with previous research which 
suggests that maladaptive attributional style is consistently associated with depression, 
whereas adaptive attributional style is less associated with psychological well-being. The
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study has considerable clinical implications because it suggests that the victims o f 
bullying are significantly more likely than non-victims to have mental health difficulties 
which may require formal medical and/or psychological treatment. The wider 
implications o f the findings, the methodological limitations o f the study and areas for 
further investigation are considered.
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Bullying in Adolescence: An Exploration of the Mental Health 
Correlates of Victimisation and the Role of Attributional Style in 
Psychopathology
Introduction
Background
In recent years, bullying has become a topic of serious public and professional concern in 
the UK. Indeed, an Internet search reveals that bullying is now receiving serious attention 
not only from children’s organisations such as Kidscape and Childline, but also from the 
organisations such as the BBC and the Metropolitan Police. Bullying has been an area of 
international research interest since the 1970’s. The majority of this research has followed 
three lines of investigation (e.g., Olweus, 1993; Smith & Sharp, 1994). The first has 
examined the prevalence of bullying in relation to different demographic factors such as 
age, race and gender (e.g., Bentley & Li, 1995; Moran, Smith, Thompson & Whitney,
1993). The second has studied the effectiveness of intervention programmes designed to 
reduce the amount of bullying occurring in schools (e.g., Sharp, 1996; Sijperda, 1995). 
The third has examined the characteristics of bullies and their victims, such as personality 
traits (e.g., Rigby, Cox & Black, 1997; Mynard & Joseph, 1997). A new area of research 
which is currently receiving interest is the study of bullying in the workplace (e.g., Smith, 
1997; Spurgeon, 1997).
An area of research which has received surprisingly little interest until recently is the study 
of the mental health correlates of bullying. Many authors have suggested that the victims 
of bullying are more likely to experience a variety of problems such as low self esteem, 
stress, anxiety, social avoidance, concentration problems, depression, suicide and 
attempted suicide (e.g., Besag, 1989; Olweus, 1993), yet these claims have rarely been 
subjected to systematic empirical study. Of the studies which have been conducted, 
results suggest that there is a moderate relationship between victimisation and, low self 
esteem, anxiety and depression in both children and adolescents (Austin & Joseph, 1996;
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Byrne, 1994; Slee, 1994). However, these studies have been criticised because they have 
often failed to examine any interactions between bullying, mental health status and factors 
such as gender and ethnicity (Butler, 1998, unpublished).
Methodologically sound empirical research that examines the potential mental health 
consequences of bullying is important for several reasons. Firstly, it allows the 
hypothesised link between victimisation and mental health problems to be systematically 
tested and may shed light on additional factors which mediate or moderate the relationship 
between bullying and mental health problems. Secondly, it provides vital information for 
health and education personnel attempting to help the victims of bullying. Thirdly, it has 
important implications for the planning and provision of services for children who are the 
victims of bullying. Finally, it may inform other areas of research into psychiatric 
disorders in childhood, such as the growing number of epidemiological studies which 
attempt to understand the occurrence of disorders such as anxiety and depression in 
childhood (e.g. Angold & Rutter, 1992; Rutter, 1989).
In response to the issues described above, a study was conducted by Butler (1998, 
unpublished). This examined the mental health correlates of bullying in a population of 
primary school children, aged 9-10 years drawn from three schools in South West 
London. The results confirmed that the victims of bullying were significantly more 
anxious and depressed than their non-bullied peers, a finding that was consistent with 
previous research (e.g., Slee, 1994; Austin & Joseph, 1996). No significant interactions 
for gender and victimisation were obtained. This finding supported the results of previous 
research where no gender differences were revealed (e.g., Austin & Joseph, 1996; Slee, 
1995a). However, a significantly greater proportion of males than females were the 
victims of bullying, suggesting that boys of this age group were at greater risk from 
bullying than girls. This finding differed from the results of some previous studies where 
no gender differences in rates of bullying were obtained (e.g., Whitney & Smith, 1993) but 
was consistent with the results of studies by Boulton and Underwood (1992) and Byrne
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(1994). Some authors have suggested that the higher prevalence of victimisation in males 
may be an artefact of using definitions of bullying that focus on physical aggression. This 
tends to be experienced more frequently by males than females who tend to be the 
recipients of more indirect forms of bullying such as spreading rumours (Bentley & Li, 
1995). However, because Butler (1998, unpublished) used a definition of bullying that 
included both physical and non-physical forms of bullying, it was concluded that the 
gender differences in rates of victimisation obtained were unlikely to be an artefact of 
using a definition biased towards detecting male victims. Finally, the Butler (1998, 
unpublished) study suggested that a significantly greater proportion of non-white children 
were the victims of bullying compared to white children. This finding differed from the 
results of previous research where no ethnic differences emerged (Moran et al., 1993).
In summary, the Butler (1998, unpublished) study had considerable clinical implications 
because it suggested that a significantly greater number of bullied children were clinically 
depressed and had above normative (gender and age related) mean levels of both state and 
trait anxiety compared to their non-bullied peers. Secondly, it suggested that incidence of 
probable clinical depression was almost five times higher in the victims of bullying than in 
their non-bullied peers. Thirdly, it suggested, contrary to previous research, that non­
white children were more likely to be bullied than white children.
These results underline the need for further systematic empirical research into the mental 
health correlates of bullying with other age groups of children, such as adolescents, in 
order to provide a better understanding of bullying and it’s potential effects on victims 
throughout childhood. Furthermore, the emergence of between group differences in 
relation to gender and ethnicity, a topic that has been neglected in the literature, 
emphasised the importance of examining these factors in further research. Therefore, the 
present study examined the relationship of anxiety and depression to bullying in 
adolescence, including any differences with respect to gender and ethnicity, utilising a 
similar methodology and measures to the Butler (1998, unpublished) study of bullying in
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middle childhood. This allowed direct comparisons to be made across the two age 
groups.
In addition, the Butler (1998, unpublished) study also raised a number of questions 
concerning the relationship between poorer mental health status and being a victim of 
bullying. Specifically: was bullying causal in increased anxiety and depression, or, were 
children who were more anxious and depressed more likely to be bullied? and; were other 
(as yet unknown) factors important in this relationship? Unfortunately, the possibility of a 
longitudinal study, which would help to clarify the issue of causality, was outside of the 
scope of the present study. However, a second area of interest concerned the possible 
variables that may moderate or mediate the relationship between anxiety and/or depression 
and victimisation. One of the most promising theories of which has attempted to explain 
the relationship between negative or stressful life events, depression and anxiety is 
attributional theory (Abramson, Metalsky & Alloy, 1989; Abramson, Seligman & 
Teasdale, 1978). This proposes that the habitual style which children use to explain the 
causes of good and bad events (i.e., their attributional style) may render them more or less 
vulnerable to depression (e.g., Gladstone & Kaslow, 1995) and/or to anxiety (e.g., 
Houston, 1995). It was therefore decided that the present study would also examine the 
role of attributional style in any relationships emerging between anxiety and/or depression 
and victimisation, in order to determine whether attributional style was a potential 
moderating or mediating factor in this relationship.
The relevant literature pertaining to the present study will be reviewed in the sections 
below followed by a description of the specific aims of the study.
The prevalence of bullying in adolescence
There is considerable variation in the prevalence figures obtained by studies of bullying in 
childhood (ranging from 5 to 40%, see Lowenstein, 1994). This variation seems to arise 
from differences between the methodologies and definitions that have been used by 
researchers to identify children who have been bullied. For example, current definitions of
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bullying include both physical behaviours (e.g., physical violence) as well as verbal (e.g., 
threats, name calling) and psychological behaviours (e.g., exclusion). Whereas earlier 
definitions tended to only define bullying as a physical behaviour.
A consistent finding across studies is that the most common form of bullying behaviour is 
general name calling, followed by being hit, threatened or spreading rumours (Smith & 
Sharp, 1994; Whitney & Smith, 1993; Boulton & Underwood, 1992).
There is now general agreement that bullying can take both physical and non-physical 
forms (e.g., Olweus, 1993). Research consistently suggests that the prevalence of bullying 
decreases with age in both sexes (see Lowenstein, 1994; Roland, 1980), although there is 
evidence that some bullying persists into adulthood (see Rayner & Hoel, 1997). The 
largest survey of bullying in white children was reported by Whitney, Nabuzoka and Smith 
(1992). They employed a definition of bullying that included both physical and non­
physical forms. Results suggested that approximately 35% of 7 to 8 year old children 
were bullied sometimes or more often and 18% were bullied at least once per week. 16% 
of 11 to 12 year olds were bulhed sometimes or more often, and 5% at least once per 
week. 4% of 12-16 year olds were bullied sometimes or more often, and 4% at least once 
per week. Recent research in a population of 12-18 year olds obtained a prevalence rate 
of 4.2% that lends support to previous estimates for this age group (Salmon, James & 
Smith, 1998).
Research that has examined gender differences in rates of victimisation has revealed 
conflicting findings. For example, some authors have found that boys are more frequently 
victims than girls at a ratio of approximately 3:1 (Bouton & Underwood, 1992; Byrne, 
1994). These findings are supported by the results of a recent study which found that the 
rates of victimisation were significantly higher in males than females in a population of 
adolescents aged 12-17 years (Salmon, et a l , 1998). However, some studies have found 
no gender differences in rates of victimisation (e.g., Whitney & Smith, 1993). One
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possibility for the discrepancy in findings is that this disagreement reflects differences in 
detection strategies rather than rates of victimisation per se. Research suggests that boys 
are more frequently the victims of physical aggression, whereas indirect forms of 
aggression (e.g., spreading rumours) tend to affect girls more frequently than boys (see 
Bentley & Li, 1995).
Only one study to-date has examined rates of bullying between different ethnic groups. 
The results of this study suggested that there were no differences in the frequency of 
bullying in a sample of Asian and white children aged 9-15 years matched for age, gender 
and school (Moran et a l , 1993).
Epidemiological studies of psychiatric disorder in adolescence
Longitudinal research suggests that there is a sharp and statistically significant increase in 
the prevalence of depression during adolescence, while anxiety disorders do not show this 
increase but in fact appear to decrease (Angold & Rutter, 1992; Lewinsohn, Hops, 
Roberts, Seeley & Andrews, 1993; Rutter, 1989). Furthermore, it is now well established 
that there are significantly higher rates of depression, (as well as anxiety disorders and 
eating disorders) in adolescent females compared to males (Lewinsohn et a l , 1993). This 
has been a finding of considerable interest, because recent studies suggest that before the 
age of 12 years, depression is more common in boys than girls (e.g., Anderson, Williams, 
McGee & Silva, 1987). For example, current estimates suggest that rates of depression 
are approximately 2:1 (female to male) in adolescents compared to 2:1 (male to female) in 
younger children (Rubin, Rubenstein, Stechler, Heeren, Halton et a l , 1992).
The study of adolescent depression is believed to be particularly important because 
research suggests that adolescent depression predicts adjustment problems in adulthood 
such as unemployment status and delinquent behaviour (Lewinsohn et a l , 1993). This has 
led many researchers to search for an explanation to account for the gender differences in 
adolescent psychopathology. For example, some authors have suggested that the increase 
in female psychopathology during adolescence might have a biological explanation (e.g.,
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hormonal changes). However, a recent study by Angold and Rutter (1992) found that 
pubertal status had no significant effect on adolescent depression. This has raised 
questions about which mediating factors, other than biological, might be responsible for 
the preponderance of depression in adolescent females. Rutter and Angold (1992) suggest 
four areas for further investigation, these are: life events; changes in peer/family 
relationships; cognitive changes; other biological changes (not due to pubertal status 
alone).
The present study is of particular relevance to two of these areas (life events and peer 
relationships) because bullying is a negative life event which may have particularly 
negative consequences on peer relationships (Slee, 1995b). For example, one hypothesis 
proposed by the epidemiological researchers is that the number of negative life events 
experienced during childhood increases an individual’s vulnerability to psychopathology 
(Rutter, 1986). This is supported by research which suggests that rates of negative life 
events tend to increase during middle adolescence (Garison, Schoenbach, Schuchter & 
Kaplan, 1987), although no significant gender differences were obtained which might 
account for the substantially higher levels of psychopathology in adolescent females 
compared to males. Furthermore, it remains unclear whether it is the frequency of life 
events or whether particular life events render adolescents particularly vulnerable to 
depression (Rubin et a l , 1992). Therefore, an understanding of the relationship between 
being a victim of bullying and mental health symptomatology may help to clarify whether 
bullying is a particular life event which is related to increased anxiety and/or depression. 
An examination of gender differences may also clarify whether there are any important 
differences between males and females and could help to identify any factors that might 
account for the preponderance of female adolescent psychopathology.
A second (and closely related) hypothesis is that children with difficult or unsupportive 
peer relationships may be more likely to develop mental health problems (Rubin et al., 
1992). This is supported by the finding that poor peer relations were strongly associated
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with psychiatric disorder (Rutter, 1989). Clarification of the relationship between 
tendency to be bullied and mental health symptomatology in males and females could 
therefore provide important information concerning the relationship between the 
frequency of negative experiences with peers and anxiety and/or depression in adolescent 
males and females.
Therefore, the results of the present study (i.e. an examination of the relationship between 
bullying and mental health problems in adolescence by gender and ethnicity) may 
contribute important information to the understanding of adolescent female depression.
Research into the mental health correlates of bullying in adolescence
A search of the literature revealed nine published studies that have examined the mental 
health correlates of bullying in adolescence (i.e., including children aged at least 12 
years). Five studies (Hoover, Oliver & Hazier, 1992; Rigby, 1995; Sharp, 1995; Slee, 
1995b; Slee & Rigby 1993) were excluded because they did not use standardised measures 
of mental health and therefore would not allow comparisons to normative data as well as 
being questionable on grounds of reliability and validity.
The remaining four studies which used standardised measures of mental health (Bryne, 
1994; Rigby & Slee, 1993; Salmon et al,, 1998; Slee, 1994) examined the relationship of 
bullying to mental health status in a sample which included, but did not consist entirely, of 
adolescents.
The results of two of these studies suggested that there is a significant relationship 
between victimisation and depression. Firstly, Byrne (1994) found that victims were 
moderately more depressed than bullies using teacher responses to the Bristol Social 
Adjustment Guides (Stott & Marston, 1984). Secondly, Rigby and Slee (1993) found that 
a tendency to be victimised correlated negatively with a measure of self-reported 
happiness (Andrews & Withey, 1976). However, neither of the studies used standardised 
self report measures of depression and neither examined gender or ethnic differences. In
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contrast to these findings, a recent study (Salmon et al., 1998) found no significant 
relationship between victimisation and depression using the Short Mood and Feelings 
Questionnaire (Angold, Costello, Messer, Pickles, Winder & Silver, 1995).
The results of three studies suggested that there was a significant relationship between 
victimisation and anxiety. Firstly, Byrne (1994) found that victims were reported by 
teachers to be significantly more neurotic than bullies (again using the Bristol Social 
Adjustment Guides, Stott & Marston, 1984). Secondly, Slee (1994) found a significant 
association between fear of negative evaluation and victimisation for both sexes, and 
between social avoidance and distress for boys on the Social Anxiety Scale for Children 
(LaGreca, Dandes, Wick, Shaw & Stone, 1988). Finally, Salmon et al., (1998) found a 
highly significant relationship between anxiety (measured using the revised Children’s 
Manifest Anxiety Scale; Reynolds & Richmond, 1978) and victimisation. Unfortunately, 
two of the three studies examined rather narrow and specific domains of anxiety and none 
examined any differences with regard to ethnicity. Furthermore, only the Slee (1994) 
examined any differences in mental health outcomes with regard to gender.
In addition to the criticisms outlined above, two of the above studies (Bryne, 1994; Slee, 
1994) consisted of participants ranging from 8-13 years old, therefore mixing primary 
school-aged children with adolescents. The two studies (Salmon et al., 1998; Rigby & 
Slee, 1993) consisted of a sample ranging from 12-18 years old, therefore mixing younger 
and older adolescents. Given the age-related changes in prevalence and nature of bullying 
suggested in the literature (see above), the results of these studies may mask important 
age-related differences and should therefore be interpreted with caution. Secondly, three 
studies were conducted outside of the UK (i.e., Bryne, 1994; Rigby and Slee, 1993; Slee,
1994) and therefore may not be generalisable to the population sampled in the present 
study. Thirdly, none of the studies have attempted to examine processes or variables (e.g., 
attributional style) which may mediate or moderate in the relationship between
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victimisation and mental health. Finally, there is a dearth of validity information 
concerning the measures of bullying which have been used in these studies.
Attributional style
The central hypothesis of cognitive models of depression is that individuals who have a 
negative cognitive style relating to the self, world and future (Beck, 1967; 1976) are 
particularly at risk of becoming depressed in the face of stressful or negative life events. A 
number of theorists have suggested that the proposed link between depression and 
cognitive style might be accounted for by the causal attributions offered by depressives for 
the good and bad events in their lives. One of the most important cognitive theories of 
depression is the attributional reformulation of the learned helplessness model. This 
suggests that the habitual way in which people explain good and bad events in their lives 
will render them more or less vulnerable to depression (Abramson et a l , 1989; Abramson 
et al., 1978).
Specifically, attributional theory proposes that individuals who have a maladaptive 
attributional style (i.e., a tendency to attribute negative outcomes to internal, stable and 
global causes, and positive events to external, unstable and specific causes), are 
particularly vulnerable to depression in the face of negative life events (Abramson et al., 
1989). Conversely, adaptive attributional style (i.e., the reverse of maladaptive 
attributional style) is strongly related to psychological well-being (Abramson et al., 1989). 
The theorised link between attributional style and depression in adolescents and children is 
supported by a large body of cross sectional and longitudinal research (e.g., Kaslow, 
Rehm and Siegel, 1984; Nolen-Hoeksema, Girgus & Seligman, 1986), and a recent meta­
analysis by Gladstone and Kaslow (1995). This examined 28 studies of attributional 
patterns for positive and negative events and self-reported depression in children and 
adolescents in both clinical and non-clinical samples. However, the results of some studies 
suggest that while maladaptive explanatory style is strongly related to depression, adaptive 
explanatory style, is only to a lesser degree, related to psychological well-being (Peterson
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Some findings have raised questions about the validity of considering attributional style for 
positive and negative events as opposite ends of the same dimension (e.g., Hull & 
Mendolia, 1991; Corr & Gray, 1994). For example, Bums and Seligman (1989) examined 
attributional style across the life-span using a retrospective methodology and found that 
attributional style for negative events was consistent and predictive of depression, whereas 
attributional style for positive events was not stable across the life-span and less predictive 
of depression. Furthermore, results of a cross sectional study by Xenikou, Fumham and 
McCarrey (1997) found that correlations between causal attributions for negative and 
positive events were statistically non-significant. Therefore, these results suggest that 
attributions for positive and negative events may be independent of each other, with only 
attributional style for negative events consistently predictive of depression.
A second area of criticism concerning attributional theory is the question of causality. 
Attributional style is conceptualised as a “developmentally acquired personality 
characteristic” (Seligman, 1990), suggesting that causal attributions are stable and trait­
like, rather than situation-specific. However, research supporting the cognitive 
vulnerability hypothesis has often failed to clarify the direction of causality between 
depression and attributional style. Furthermore, Xenikou, Fumham and McCarrey (1997) 
suggest that the consistently low alphas obtained for positive and negative intemality 
scores across studies raises doubt about any concept of “style” because high cross- 
situational consistency is an essential component of any such concept.
In order to shed fight on this issue, Garber and Robinson (1997) examined cognitive style 
in individuals who were “at risk” from depression (in children of depressed parents) 
compared to “low risk” children (i.e., children of parents with no history of 
psychopathology). They found that “high risk” children have a more “depressogenic” 
attributional style even when depression is controlled for, supporting the hypothesis that 
maladaptive attributional style is causal in depression. Furthermore, a 5-year longitudinal
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study by Nolen-Hoeksema, Girgus and Seligman (1992) found that maladaptive style 
predicted the subsequent development of depression in pre-adolescents, again supporting 
the hypothesis that maladaptive attributional style precipitates depression. Evidence in 
support of the cognitive vulnerability hypothesis is mixed from studies that have compared 
the cognitive style of currently and formerly depressed individuals. Some studies have 
found that formerly depressed individuals continue to report maladaptive cognitions (e.g., 
Eaves & Rush, 1984), while others have found that maladaptive cognitions are only 
present during a depressive episode (e.g., Hamilton & Abramson, 1983; Lewinsohn, 
Steinmetz, Larson & Franklin, 1981). These findings raise important questions about the 
causal nature of maladaptive cognitions in relation to depression, suggesting that 
maladaptive attributions may not be stable, state-independent characteristics, but only 
apparent in the presence of other depressive symptoms (Barnett & Gotlib, 1988).
Despite being a relatively neglected area of systematic empirical research, several authors 
have attempted to link the concept of maladaptive attributional style to other forms of 
psychopathology, such as anxiety, (e.g., Benfield, Palmer, Pfefierbaum & Stowe, 1988). 
Of the few studies that have been conducted, findings have been mixed. For example, 
Houston (1995) found that attributional style was more predictive of anxiety than 
depression, and Curry and Craighead (1990) found that depressed adolescents who scored 
highly on a measure of anxiety also reported more maladaptive attributions than purely 
depressed adolescents. Both studies found that maladaptive attributional style for positive 
events was more specific to depression than anxiety, whereas maladaptive attributional 
style for negative events was associated with both anxiety and depression. However, a 
recent study of New Zealand children aged 8-14 (Rodriguez & Pehi, 1998) found that 
although both self-reported depression and anxiety correlated significantly with 
attributional style, when depression was controlled for, anxiety no longer correlated with 
attributional style. Interestingly, in agreement with the studies described above, only 
negative attributional style scores predicted total anxiety scores. Clearly, these findings
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suggest the need for further research that examines similarities and differences in 
attributional style patterns for anxiety and depression.
Recent research has also examined sex differences in attributional style in order to shed 
light on epidemiological findings of consistent sex differences in depression during 
adolescence (e.g., Angold & Rutter, 1992; Nolen-Hoeksema & Girgus, 1994). However, 
the evidence for sex differences in attributional style has been inconsistent. For example, 
many studies have found no sex differences in attributional style during childhood and 
adolescence (Curry & Craighead, 1990; Gotlib, Lewinsohn, Seeley, et al., 1993; Graham, 
1988; Gladstone, Kaslow, Seeley and Lewinsohn, 1997). Other studies have obtained sex 
differences in the relationship between attributional style and depression although some 
studies report stronger relationship for girls (Craighead, 1991) and some report a stronger 
relationship for boys (Hops, Lewinsohn, Andrews and Roberts, 1990, Nolen-Hoeksema et 
al., 1992). Interestingly, while Nolen-Hoeksema et al., (1986) found that sex differences 
in explanatory style did not account for sex differences in depression during adolescence, 
they found that levels of depression in females emerged more as a function of events and 
experiences than age. They concluded that this may be due to traditional sex role 
stereotypes which increase the pressure on females to be non-assertive, conceal their 
competence, and encourage them to develop a more pessimistic explanatory style. This 
would be hypothesised to make them more vulnerable to depression, however, no 
empirical studies lend support to this hypothesis.
Bullying is one form of life event that has a strong relationship to psychopathology (see 
above). However, to date, no studies have examined the relationship of attributional style, 
anxiety and depression in children who have been bullied. Therefore, the results of the 
present study will provide important new information concerning the role of attributional 
style in any relationship between being anxiety and/or depression and being a victim of 
bullying. Furthermore, if a significant relationship emerges between these variables, the 
results of the present study may also have important implications for counselling or
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therapy with victims of bullying, because research suggests that attribution re-training is an
effective treatment for depressive symptoms in school children (Jaycox, Reivich, Gillham
& Seligman, 1994).
Aims of the present study
The primary aim of the study was to examine:
1. The mental health correlates of being a victim of bullying. Specifically, whether the 
incidence and severity of depressive thinking and anxiety symptoms are significantly 
greater in adolescents who are victims of bullying compared to those who are not 
victims, including any differences with regard to ethnic origin or gender.
The secondary aims of the present study were to examine:
1. The prevalence and nature of children’s experiences of being a victim of bullying 
within a population of secondary school students aged 12-14 years, including any 
differences with regard to ethnic origin or gender.
2. Whether adolescents who are the victims of bullying worry more about bullying than 
other potentially worrying issues/life events which may affect their age group in 
comparison to non-victims.
3. The relationship between victimised adolescent’s attributional style (i.e., the way they 
explain bad and good events in their lives) and their mental health status compared to 
non-victims of bullying. Specifically:
a. Whether attributional style mediates any relationship between victim status and mental 
health status, or;
b. Whether attributional style moderates any relationship between victim status and 
mental health.
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Methodology
Sample
Approval for the study was obtained from the University of Surrey Ethics Committee (see 
Appendix 1) and from the Chief Education Officer of the Borough where the study was 
conducted (see Appendix 2). The sample were drawn from a population of year 8 and 
year 9 children (12 to 14 year olds) attending three secondary schools in South West 
London. This was the same Borough that was sampled in the Butler (1998, unpublished) 
study and was specifically chosen to allow comparisons between the results of the two 
studies. The schools were not formally matched using socio-economic population 
demographics. Instead, schools were selected by the Chief Educational Psychologist, on 
the basis of his opinion that they were roughly matched in terms of their catchment areas 
(a mixture of relatively affluent and predominantly white middle-class areas and more 
socially deprived and ethnically mixed areas). However, one of the three schools had a 
smaller proportion of children from more socially deprived and ethnically mixed areas, and 
was therefore less well matched than the other two schools with regard to these criteria. 
All three head teachers of the identified schools who were approached agreed to 
participate in the study.
A total of 256 adolescents participated in the study as volunteers. The number of 
adolescents who did not wish to participate is not known because approximately half the 
data was not collected directly by the investigator and teachers who administered the 
questionnaires did not provide information concerning the numbers of adolescents who did 
not participate. Of the data that was collected by the investigator, only one child 
requested that they did not participate.
Following data screening procedures (described in the measures section below), a 
questionnaire from one participant was excluded from further analysis because it contained 
an insufficient number of responses to the Life in Schools Checklist, which was used to
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assign participants into the victim and non-victim groups (LIS; Arora, 1997; 
Wolverhampton Education Department, 1992). Therefore, the final sample of 255 
children comprised of 113 females (113/255 = 44.3%), 141 males (141/255 = 55.3%), and 
one person who did not state their gender (1/255 = 0.4%). In terms of ethnicity, the 
majority of the sample (213) described themselves as “White” (213/255 = 83.5%). 
Seventeen participants (17/255 = 6.6%) described their ethnicity as “Mixed” (these are 
described in Appendix 3), 14 described their ethnicity as “Asian” (14/255 = 5.5%) and six 
described themselves as “Black” (6/255 = 2.4%). One participant described their ethnicity 
as “Other” (1/255 = 0.4%) but did not provide further details. Four participants did not 
report their ethnic origin (4/255 = 1.6%). The procedure for grouping children into the 
above categories is described in Appendix 3. For the purposes of all subsequent statistical 
analyses, all participants who reported their ethnic origin as white were grouped into an 
overall category of “white” children, and all children who had reported their ethnicity as 
“Mixed”, “Black”, “Asian”, or “Other” were grouped into an overall category of “non­
white” children. Therefore, the sample consisted of 213 (213/255 = 83.5%) “white” 
children, 38 (38/255 = 14.9%) “non-white” children and four children whose ethnic origin 
was unknown (4/255 = 1.6%). The mean length of attendance at secondary school was 
1.9 years (range: 4 months to 2.7 years).
Procedure
Parents were contacted by a letter which briefly explained the study and gave them the 
option to return a printed slip requesting that their child not participate in the study (see 
Appendix 4). No parents requested that their child not participate.
Before administration, the investigator, or the class teacher, explained the purpose and 
requirements of the study (see Appendix 5). Any children who did not wish to participate 
were then given the opportunity to do so and were thanked for their assistance.
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The procedure was then explained again to the remaining volunteers and any questions 
were answered (see Appendix 5). Participants then completed a booklet of questionnaires 
that consisted of:
1. A front sheet (see Appendix 6) that asked the respondent to state their age (in years 
and months), whether they were a girl or a boy, how long they had attended the 
school, and to indicate their ethnic origin (from a list of pre-determined ethnic origin 
categories).
2. The Life in Schools Checklist (LIS; Arora, 1997; Wolverhampton Education 
Department, 1992).
3. The State-Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, Lushene, Vagg & 
Jacobs, 1983).
4. The Children’s Depression Inventory (CDI; Kovacs, 1983; 1985).
5. The Children’s Attribution Style Questionnaire (CASQ, Kaslow, Tanenbaum, 
Seligman, Abramson and Alloy, 1995).
6. A Worry Thermometer Measure designed for the purposes of the present study.
Items 2-6 are described in the measures section below. The questionnaire packs were 
administered under standardised conditions across the three schools, (i.e., to a class of 
approximately thirty children, in a quiet classroom, and using standardised instructions). 
Questionnaire packs were completed in silence by each participant unless they required 
assistance. During administration, the investigator, and/or the class teacher provided 
assistance to the children as required. Each participant took approximately 30-40 minutes 
to complete the questionnaire pack. After completion of the questionnaires, the 
participants were thanked and de-briefed and given details about who they could talk to if 
they felt they needed to for any reason (see Appendix 5).
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Measures
1. Self reported victimisation
The Life in Schools Checklist (LIS, Arora, 1997; Wolverhampton Education Department, 
1992) is a 40-item self-report questionnaire (see Appendix 7). The purpose of the 
questionnaire is to identify secondary school aged children who have been bullied based on 
the amount of “bullying” behaviours that respondents have experienced during the past 
week. It is a forced-choice questionnaire that asks children to indicate on a three-point 
scale how frequently they have been the recipient of particular behaviours over the past 
week (e.g., “During this week another pupil....called me names'”). Respondents are 
asked to indicate for each item whether the behaviour had occurred not at all (scored 0), 
once (scored 0), or more than once (scored 1). Eighteen of the LIS items describe 
behaviours that are negative/unfriendly and might be considered bullying. The remaining 
22 items describe pro-social/friendly, (i.e. non-bullying) behaviours (e.g., “During this 
week another pupil...said something nice to me”). These items are intended to draw 
attention away from the fact that the main interest is in those items that might be 
considered bullying. The rationale for asking children to report events that have happened 
in the last week is to reduce the effects of recall bias (Arora, 1997).
In the present study, participant’s scores on two separate dimensions of the LIS were used 
to identify the victims of bullying. These dimensions were “physical” bullying and “non­
physical” bullying. The underlying rationale for the use of two separate dimensions is 
described below.
1.1. “Physical” bullying
The LIS manual (Arora, 1997), describes six target items of the LIS which are used to 
identify the victims of bullying (see Table 1 below). These items all represent physical 
forms of aggression (i.e., direct, implicit or threatened physical aggression). Research by 
Arora and Thompson (1987) suggested that these six items of the LIS were most 
consistently perceived as bullying by secondary school aged children and their teachers
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(approximately 40-80% of 12-14 year olds and 50-80% of teachers agreed that these 
items represented bullying). Smith (1994) found that primary school children (aged 6-7 
years) consistently identified these same items with an even higher percentage of 
agreement (approximately 70-90%).
Table 1 - “Physical” bullying items of the LIS
ITEM NUMBER DESCRIPTION
5 Tried to kick me
9 Threatened to hurt me
11 Demanded money from me
25 Tried to hurt me
38 Tried to break something of mine
40 Tried to hit me
According to the LIS manual, a child must have experienced at least one of the “physical” 
bullying items more than once in the past week to be identified as a victim of “physical” 
bullying. The criterion validity of this scale is based on the finding that two-thirds of 
children who reached this criteria also reported that they were being bullied when asked 
directly (Arora, 1994). Research to-date also suggests that the scale has adequate split- 
half reliability (Arora, 1994). Cronbach’s alpha for the “physical” bullying items in the 
present study for the LIS was 0.77 (A=246, M=  0.52, SD = 1.14)1.
However, as described in the literature review, despite differences between researchers’ 
definitions of bullying, there is agreement that bullying is a systematic and repeated 
activity. This suggests that victimisation should be repeated both over time, and across 
behaviours (see Butler, 1998, unpublished). Therefore, a possible limitation of the criteria 
described above is that while it captures behaviours that are consistent across time (i.e., 
occurred more than once in the past week), it does not require that victimisation be
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systematic (i.e., consistent across behaviours). This may lead to children being falsely 
identified as “victims” when they have not been bullied. For example, a child who had 
experienced somebody trying to hit them more than once in the context of normal 
“playful” childhood, being identified as a victim of bullying. Therefore, for the purposes 
of the present study the LIS cut-off was increased. In order to be identified as a victim of 
“physical” bullying a child must have reported two or more of the “physical” bullying 
items occurring at a frequency of “more than once in the past week’\  This increased the 
stringency of the cut-off for being a victim of “physical” bullying, whilst retaining the 
original six “target” items of the LIS.
1.2. “Non-physical” bullying
Bullying includes a variety of behaviours ranging from clear physical aggression to verbal 
and more subtle psychological threats (e.g., exclusion). Therefore, one of the criticisms of 
only using the six “physical” bullying items as a research tool for identifying the victims of 
bullying is that this may lead to an under-representation of victims who have experienced 
non-physical forms of bullying. Arora (1994) suggests that items of the LIS representing 
non-physical bullying behaviours may also be included as “bullying” items in order to 
reduce this potential source of bias. Therefore, in the present study additional items of the 
LIS regarded as “non-physical” bullying were included as target items for identifying 
victims of non-physical bullying. Twelve items were identified (one more item than for the 
junior version of the scale described by Butler, 1998 unpublished), and 100% independent 
inter-rater agreement was achieved for identification of these items. The twelve items of 
the LIS that refer to non-physical bullying (i.e., not specifically physically aggressive 
actions, but still unpleasant/unfriendly actions) are contained in Table 2.
1 Note: Alphas are obtained from questionnaires where 0% of “bullying” items were missing, 
questionnaires with any missing “bullying” items are automatically excluded from internal reliability 
analyses.
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Table 2 - “Non-physical” bullying items of the LIS
ITEM NUMBER DESCRIPTION
2 Called me names
4 Teased me about my family
7 Teased me because I am different
12 Tried to frighten me
16 Teased me
20 Ganged up on me
27 Made me do something I didn’t want to
29 Took something off me
31 Was rude about the colour of my skin
34 Tried to trip me up
36 Laughed at me
39 Told a lie about me
There were exactly double the number of “non-physical” bullying items (twelve) than 
“physical” bullying items (six). In order to avoid artificially inflating the number of 
participants who were identified as victims (due to the increased number of items for the 
non-physical victimisation scale), the criteria for being classified as a victim of “non­
physical” bullying was adjusted. Therefore, the number of items required to reach the 
criteria for being a victim of “non-physical” bullying, was double the number of items 
required to reach the criteria for being a victim of “physical” bullying. This gave the 
physical and non-physical victimisation items of the LIS approximately equal weighting. 
Therefore, in order to be identified as a victim of “non-physical bullying” a child must have 
experienced four or more of the “non-physical” bullying items occurring at a frequency of 
“more than once in the past week”. Cronbach’s alpha for the “non-physical” bullying 
items in the present study was 0.78 (N=240, M — 1.64, SD = 2.15), suggesting the scale 
had good internal reliability.
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1.3. Assignment o f participants to overall victim and non-victim groups
Based on the criteria for identifying “physical” and “non-physical” victims described
above, three categories of victims were utilised:
• “Physical” victims only - children who had experienced two or more of the six physical 
bullying items of the LIS more than once in the past week and less than four of the 
twelve non-physical bullying items more than once in the past week.
• “Non-physical” victims only - children who had experienced four or more of the 
twelve non-physical bullying items of the LIS more than once in the past week and 
less than two of the six physical bullying items more than once in the past week.
• Both “physical and non-physical” victims - children who had experienced two or more 
of the six physical bullying items of the LIS more than once in the past week and four 
or more of the twelve non-physical items more than once in the past week.
Children who did not fall into any of these three victimisation categories were classified as 
“non-victims” and grouped into a single group of non-bullied children labelled the “non­
victim group”.
Children who fell into any of the three victim categories described above (“physical” 
victims, “non-physical” victims and “both physical and non-physical” victims) were then all 
grouped together and labelled the “victim group” for comparisons with the non-victim 
group in relation to the variables (e.g., mental health symptoms) of interest.
The LIS manual does not provide guidelines for the treatment of missing data. Therefore, 
prior to the process of dividing the sample into victim and non-victim groups, participants 
were excluded from the data set (i.e., excluded from the study) if more than 20% of their 
responses to the “physical” bullying items were missing (i.e., if they had not given a 
response to more than one of the she items shown in Table 1), unless they scored 
sufficiently highly on the remaining items of the “physical” bullying dimension to be
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classified as a victim (see criteria described above). Similarly, participants were excluded 
if more than 20% of their responses to the non-physical bullying items were missing (i.e., 
if they had not given a response to more than two of the twelve items shown in Table 2) 
unless they scored sufficiently highly on the remaining items of the “non-physical” bullying 
dimension to be classified as a victim (see criteria described above). The missing data for 
the LIS and the numbers of questionnaires that were excluded are described at the 
beginning of the results section.
2. Anxiety symptoms
The State-Trait Anxiety Inventory (STAI; Spielberger et al, 1983) was designed as a 
research tool for studying anxiety in adolescents and adults. It consists of two 20-item 
sub-scales, one is designed to measure state anxiety and the other is designed to measure 
trait anxiety (see Appendix 8). State anxiety is considered to be a transitory form of 
anxiety which varies over time and across situations, while trait anxiety is considered to be 
a relatively stable characteristic of “anxiety proneness” (Spielberger et al, 1983). High 
trait anxiety individuals are hypothesised to be more prone to elevations in state anxiety 
during anxiety provoking situations than low trait anxiety individuals (Spielberger et al, 
1983). Each item of the STAI State anxiety scale requires the respondent to read a 
statement (e.g., “Ifeel calm ”) and chose between four options the one that best describes 
how they feel “right now” (e.g., “not at all”/  ”somewhat”/  ”moderately so”/  ’’very much 
so”). These responses are scored 1, 2, 3 or 4 in the direction of increasing anxiety. A 
total State anxiety score (ranging from 20-80) is obtained by summing a respondent’s 
scores on the 20 State anxiety items. Each item of the STAI Trait anxiety scale requires 
the respondent to read a statement (e.g., “I  am shy”) and chose from four options the one 
which best describes how they generally feel (e.g., “almost never”/  ’’sometimes”/  
“often”/  “almost always”). Again, these responses are scored 1, 2, 3 or 4 in the direction 
of increasing anxiety. A total Trait anxiety score is obtained by summing the respondent’s 
scores on the 20 Trait anxiety items. Research suggests that the scale has acceptable 
internal consistency and acceptable construct validity for both state and trait anxiety
Large Scale Research Project 327
measures (see Spielberger et al., 1983). Cronbach’s alpha coefficients were 0.67 the State 
scale (A=213, M=40.56, SD=6.88) and 0.70 on the Trait scale (N= 196, M=43.60, 
SD=7.62) indicating it had acceptable internal consistency for the present sample.
Based on the guidelines described in the STAI manual (Spielberger et al, 1983), prior to 
statistical analyses, missing data for the STAI was treated as follows:
• Any participants with more than 10% of the STAI State scale items missing (i.e. had 
not responded to more than 2 items of the total possible 20) were excluded from all 
statistical analyses involving the STAI State data. This procedure was the same for 
the STAI Trait scale.
• Missing items for participants who had responded to at least 18 of the STAI State 
items but had not frilly completed the questionnaire (20 items in total) were pro-rated 
using a mean of the items where responses had been given. This procedure was the 
same for the STAI Trait scale.
3. Depressive symptoms
The Children’s Depression Inventory (CDI; Kovacs, 1983) is a 27-item self-report 
questionnaire, designed to measure symptoms of depression in school-aged children and 
adolescents (see Appendix 9). Each item consists of three statements (scored 0, 1, or 2 in 
the direction of increasing severity) and the child is asked to decide which statement is 
most like them. For example, “I  am sad once in a while” (0); “I  am sad many times” (1); 
and “I  am sad all the time” (2). A total score (ranging from 0-54) is obtained by summing 
the respondent’s scores for the 27 items. Research suggests that the CDI has acceptable 
concurrent validity (Kovacs, 1985). Cronbach’s alpha for the CDI in the present study 
was 0.91 (A=236, M=10.17, SD=8.16).
The CDI does not state any recommended criteria for pro-rating questionnaires for 
missing data. It was decided that the CDI data would be treated in the same manner as
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the STAI data (where guidelines for pro-rating data are provided). Therefore, prior to 
statistical analyses, missing data for the CDI were treated as follows:
• Any participants with more than 10% of the CDI items missing (i.e., had given 
responses to less than 24 of the total possible 27) were excluded from all statistical 
analyses involving the CDI data.
• Missing items for participants who had responded to at least 24 of the CDI items but 
had not fully completed the questionnaire (27 items in total) were pro-rated using a 
mean of the items for which responses had been given.
4. Attributional style
The Children’s Attribution Style Questionnaire (CASQ, Kaslow et al, 1995) is a 48 item 
forced-choice questionnaire (see Appendix 10). It was designed to measure explanatory 
style in children aged 8-13 years based on the attributional reformulation of the learned 
helplessness model of depression in children (Abramson et al., 1989). Each item of the 
CASQ presents a hypothetical event (e.g., “You tell a joke and no-one laughs”) and two 
possible explanations for why the event occurred (e.g., “I  do not tell jokes weir/ “The 
joke is so well known that it is no longer funny”). Respondents are asked to imagine that 
the event happened to them and chose the explanation that best describes why the event 
happened. The scale examines three dimensions of explanatory style: intemality, stability 
and globality for both positive and negative events. Intemality questions examine the 
repondents’ tendency to attribute the outcome of events as due to themselves or others. 
For example in response to the question “You play a game with some friends and you 
win” the child is asked to decide whether “The people that I  played with did not play the 
game weir or “I  played that game well”. Stability questions examine the respondents’ 
tendency to attribute the outcome of events to stable or unstable causes. For example in 
response to the question “All o f your friends catch a cold except you” the child is asked to 
decide whether “I  have been healthy lately” or “I  am a healthy person”. Globality 
questions examine the respondents’ tendency to attribute the outcome of events to global 
or specific causes. For example in response to the question “You spend a night at a
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friend’s house and you have a good time” the child is asked to decide whether “My friend 
was in a friendly mood that nighf’ or “Everyone in my friend’s family was in a friendly 
mood that night”.
Half of the questions describe positive (good) events and the others describe negative 
(bad) events. Items are scored by assigning a 1 to each internal, stable or global response, 
and a 0 to each external, unstable, or specific response. Composite explanatory style 
scores (ranging from 0-24) are obtained for good (CP) and bad (CN) events by summing 
the child’s scores for each of the eight item intemality, globality and stability sub-scales for 
positive and negative events respectively. An overall explanatory style score (ranging 
from 0-24) is obtained by subtracting the composite negative score from the composite 
positive score (CP-CN). The lower the overall explanatory style score, the more the child 
explains bad events in terms of internal, stable and global causes, while explaining good 
events in terms of external, unstable and specific causes (i.e., the more maladaptive the 
child’s attributional style). Research suggests that the scale has adequate criterion-related 
validity with self-reported depressive symptoms (Gladstone & Kaslow, 1995; Seligman, 
Peterson, Kaslow, Tanenbaum, Alloy 8c Abramson, 1984). However, Cronbach’s alpha’s 
for the present study were 0.51 for good events (N= 196, M= 0.53, SD=0.16), 0.39 
(7V=186, M=0.37, SD=0.20) for bad events and 0.28 for overall explanatory style (A=173, 
M= 0.45, SD=0.19), suggesting that the scale had poor internal consistency in the context 
of the present study.
The CASQ does not state any recommended criteria for pro-rating questionnaires for 
missing data. It was decided that the CASQ data would be treated in the same manner as 
the STAI data (where guidelines for pro-rating data are provided). Therefore, prior to 
statistical analyses, missing data for the CASQ was treated as follows:
• Any participants with more than 10% of the CASQ positive event scale items missing 
or with more than 10% of the negative event scale items missing (i.e., responses to less
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than 22 of 24 on either scale) were excluded from all statistical analyses involving the 
CASQ data.
• Missing items for participants who had responded to at least 22 of the CASQ positive 
and at least 22 of the negative event scale items, but had not fully completed the 
questionnaire (24 items in total for each scale) were pro-rated using a mean of the 
items for which responses had been given.
5. Worry Thermometer instrument
A “Worry Thermometer” instrument was designed for the present study, (see Appendix 
11) in order to examine how much bullying worried each participants in relation to nine 
other typical worrying experiences which commonly affect their age group. In order to 
increase the salience of the measure, items were selected using a series of group 
discussions with approximately 30, 12-13 year olds who were asked to identify the most 
common worries affecting their age group (see pilot study section below). Therefore, 
respondents were asked to rate how much each of the 10 listed situations have worried 
them in the past week on a “worry thermometer” (an 11 point visual scale ranging from 0- 
10 point in the direction of increasing worry).
Because all analyses involving these data were conducted separately for each item of the 
“worry thermometer”, participants with missing data for any given item were 
automatically excluded in each analysis.
Pilot study
Focused discussion groups were conducted in order to establish a list of nine key 
worries/life events, other than bullying, which commonly affect this age group. These 
were to be included, along with bullying, on a “worry thermometer” measure which 
examined how much bullying worried each participant in relation to other worries that 
typically affect 12-14 year olds. A total of five groups were conducted, each consisting of 
five or six 12-13 year old children drawn from one of the schools participating in the 
study. Three groups were given an extensive list of potentially worrying life events and
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asked to identify the five most worrying issues/events for their age group. Two groups 
were given magazines and newspapers and asked to make a collage of five types of 
worrying events/issues for their age group. Each group was asked to elect a 
spokesperson who fed back the results of their discussions to the rest of the class and the 
investigator. The investigator then selected the nine most frequently identified worrying 
events (identified across the groups) to be included on the “worry thermometer” measure 
along with bullying (see Appendix 11).
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Results
1. Missing data
LIS
An inspection of missing data for the physical and non-physical victimisation items of the 
LIS (see Appendix 12), revealed that 246 questionnaires contained no missing physical 
victimisation items and nine contained one missing physical victimisation item. Twelve 
questionnaires contained one missing non-physical victimisation item and 242 contained 
no missing non-physical victimisation items. One questionnaire was excluded from the 
study because it contained 100% missing data for both the physical and non-physical 
victimisation items of the checklist. One further questionnaire contained more than 20% 
missing data (three missing items of the twelve possible non-physical victimisation items). 
However, on inspection, this participant’s remaining scores reached the cut-offs for being 
both a physical and a non-physical victim and therefore this participant was included in the 
sample. Therefore, a total o f255 questionnaires were included in the sample.
Gender and ethnic origin
One participant who was included in the study did not state their gender or ethnicity, 
therefore this participant was excluded from any analyses which examined gender or 
ethnic differences. Three farther participants did not state their ethnic origin, these were 
also excluded from any analyses which examined ethnic differences.
STAI State Anxiety Scale
An inspection of missing STAI State anxiety data (see Appendix 13) revealed that 213 
questionnaires were frilly completed. Thirty-one contained one or two missing items and 
were pro-rated and included in the study. Eleven questionnaires contained three or more 
missing items and were excluded. Therefore a total of 244 STAI State anxiety 
questionnaires were included in the study.
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STAI Trait Anxiety Scale
An inspection of missing STAI State anxiety data (see Appendix 13) revealed that 196 
questionnaires were hilly completed. Forty-six contained one or two missing items and 
were pro-rated and included in the study. Thirteen questionnaires contained three or more 
missing items and were excluded. Therefore a total of 242 STAI Trait anxiety 
questionnaires were included in the study.
CDI
An inspection of missing CDI data (see Appendix 14) revealed that 236 questionnaires 
were fully completed. Seventeen questionnaires contained some, but less than four 
missing items and were pro-rated and included in the study. Two questionnaires contained 
four or more missing items and were excluded. Therefore a total of 253 CDI 
questionnaires were included in the study.
CASQ
An inspection of missing CASQ data revealed that 38 questionnaires contained more than 
two missing items for the attributional style for positive events scale or more than two 
missing items for the attributional style for negative events scale (see Appendix 15). 
These were excluded from the study. Of the remaining 217 questionnaires included in the 
study: For the attributional style for positive events scale, 190 questionnaires were fully 
completed and 27 contained one or two missing items which were pro-rated. For the 
attributional style for negative events scale 184 questionnaires were fully completed and 
33 contained one or two missing items which were pro-rated.
2. Children’s experiences of being a victim of bullying
2.1 Identification of the victims of bullying
The total numbers of LIS physical victimisation items and LIS non-physical victimisation 
items reported by participants as occurring “more than once per week” are shown in
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Appendix 16. Because the LIS data was ordinal in nature, a Spearman’s rank order 
correlation was used to examine the relationship between participants’ total scores on 
these scales (ranging from 0-6 for the physical victimisation scale, and from 0-12 on the 
non-physical victimisation scale). This revealed that participants’ scores on these two 
scales were significantly associated with each other: r = 0.57 (N=255),p < .01, (2-tailed), 
suggesting that physical and non-physical victimisation were moderately to substantially 
related to each other.
Participants’ total scores on the physical and non-physical victimisation items of the LIS 
were then examined to determine victimisation status. The distribution of participants’ 
scores in relation to the cut-offs for the victim and non-victim categories (described 
above) are shown in Figure 1 below.
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Figure 1 - Scatter-plot of frequencies of participants experiencing the physical and non-physical 
items of the US more than once in the past week.
Note:
1. Lines bisecting the x and y axes represent cut-offs for the victimisation categories
2. Every solitary dot represents 1 participant
3. Each “petal” surrounding a dot (i.e., line touching it) represents 1 participant
From Figure 1, it is apparent that all participants who reached the criteria for being a 
“physical” victim had also experienced some “non-physical” victimisation “more than once 
in the past week” (even though they had not experienced a sufficient amount of this to 
reach the criteria for “both physical and non-physical” victim). Similarly, six of the 18 
“non-physical” victims had experienced one “physical” victimisation item “more than once 
in the past week”. However, 12 of the participants who reached the criteria for being a 
“non-physical” victim had not experienced any “physical” bullying items “more than once 
in the past week”. Therefore, although the criteria described above were used to identity
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victims in relation to specific cut-offs, the labels (“physical” victim and “non-physical” 
victim) that were used, represent groups of victims which had primarily one form of 
experience or another rather than purely one form of bullying experience or another.
The numbers of participants who fell into the four categories represented in Figure 1 
above are also shown in Figure 2 below. This reveals that the largest group of victims 
were those who reached the criteria for being a “both physical and non-physical” victim 
(9.8% of the total sample, 25/255), this was followed by “non-physical” victims (7.1% of 
the total sample, 18/255). The smallest group of victims were those who reached the 
criteria for being a “physical” victim only (4.3% of the total sample, 11/255). 78.8% of 
the total sample (201/255) did not reach the criteria for any of the victim groups (i.e., 
were non-victims).
non victim
201 / 78.8%
physical only victim 
11 / 4.3%
nonphysical only vie 
1 8 /  7.1%
both victim 
2 5 /  9.8%
Figure 2 - Pie chart showing the number (and percentage) of participants who fell into each of the 
victim categories
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The distribution of males and females who reached the criteria for being a “physical” 
victim, “non-physical” victim, “both physical and non-physical” victim and “non-victim” 
are shown in Table 3 below. In the “physical” victim category and “both physical and 
non-physical” victim category there were more observed than expected males and less 
observed than expected females. This suggested that males were more likely to be 
“physical” victims and “both physical and non-physical” victims whereas female victims 
were less likely to be “physical” victims and “both physical and non-physical” victims. In 
the “non-physical” victim and “non-victim” categories there were more observed than 
expected females and less observed than expected males. This suggested that females 
were more likely to be “non-physical victims” and “non-victims”, whereas males were less 
likely to be “non-physical victims” and “non-victims”. A chi-square test suggested that 
there was a significant relationship between victim category and gender %2 (3) = 13.93,p <  
.01 (2-tailed).
Table 3 - Observed and expected counts of male and female participants who reached the
criteria for each of the victim categories.
Victim Category Male
Observed count 
(Expected count)
Female
Observed count 
(Expected count)
Total
“Physical” only victim 10 1 11
(6.1) (4.9) (11.0)
“Non-physical only victim 6 12 18
(10.0) (8.0) (18.0)
“Both physical and non-physical 19 6 25
victim (13.9) (11.1) (25.0)
Non-victim 106 94 200
(111.0) (89.0) (200.0)
Total 141 113 254
(141.0) (113.0) (254.0)
The distribution of white and non-white children who reached the criteria for being a 
“physical” victim, “non-physical” victim, “both physical and non-physical” victim and 
“non-victim” are shown in Table 4 below. In the “non-physical” victim category and 
“both physical and non-physical” victim category the numbers of observed non-white
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children were higher than the expected counts and the numbers of observed white children 
were lower than the expected counts. This suggested that non-white children were more 
likely to be “non-physical” and “both physical and non-physical” victims, whereas white 
victims were less likely to be “non-physical” victims and “both physical and non-physical” 
victims. In the “physical” victim and “non-victim” categories there were more observed 
than expected white children and less observed than expected non-white children. This 
suggested that white children were more likely to be “physical victims” and “non-victims”, 
whereas non-white children were less likely to be “physical victims” and “non-victims”. 
However, because the expected count was less than five2 in more than 20% of cells within 
the contingency table, it was not possible to examine whether the observed differences 
between categories were statistically significant using a chi-square test.
Table 4 - Observed and expected counts of white and non-white participants who reached the
criteria for each of the victim categories.
Victim Category White
Observed count 
(Expected count)
Non-white 
Observed count 
(Expected count)
Total
“Physical” only victim 10 1 11
(9.3) (1.7) (11.0)
“Non-physical only victim 14 4 18
(15.3) (2.7) (18.0)
“Both physical and non-physical 14 11 25
victim (21.2) (3.8) (25.0)
Non-victim 175 22 197
(167.2) (29.8) (197.0)
Total 213 38 251
(213.0) (38.0) (251.0)
An a-priori decision had been made to combine the participants who met the criteria for 
“physical”, “non-physical” and “both physical and non-physical” victims into a single 
“victim” group. The moderate association between participant’s total scores on the
2 Because the chi-square test statistic is influenced excessively by small expected frequencies, a chi-square 
test is recommended only when all expected frequencies in a 2x2 contingency table are at least 5, or for 
larger tables 80% of cells should contain an expected frequency of at least 5 and no cell should contain an 
expected frequency of less than 1 (Diekhoff, 1992).
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physical and non-physical victimisation items of the LIS (see above) lends support to this 
decision. Therefore, participants who were identified as victims of bullying using the 
criteria described above were combined to form an overall “victim” group. All 
participants who were identified as non-victims using the criteria above were assigned to a 
“non-victim” group. All subsequent analyses and comparisons described below were 
conducted using these two groups.
2.2 Prevalence
21.2% (54/255) of participants reached the criteria for the victim group. For the reader’s 
information, a description of prevalence rates at the item level (i.e., the frequencies of 
victims who had experienced each victimisation item of the LIS at a frequency of “more 
than once per week”) are described in Appendix 17.
Thirty-five victims were male and 19 were female. This meant that 24.8% (35/141) of 
males were victims compared to 16.8% (19/113) of the females. A chi-square test (see 
Table 5 below) indicated that these group differences were not significant %2 (1) = 2.40 p  
= .121 (2-tailed). For the reader’s information, a description of prevalence rates at the 
item level (i.e., the frequencies of male and female victims who had experienced each 
victimisation item of the LIS at a frequency of “more than once per week”) are described 
in Appendix 18.
Table 5 - Numbers of participants in victim and non-victim groups by Gender
Victim status Male
Observed count 
(Expected count)
Female
Observed count 
(Expected count)
Total
Non-victim 106 94 200
(110) (89.0) (200.0)
Victim 35 19 54
(30.0) (24.0) (54.0)
Total 141 113 254
(141.0) (113.0) (254.0)
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Thirty-eight victims were white and 16 were non-white. Therefore, 17.8% (38/213) of 
white children were victims compared to 42.1% (16/38) of non-white children. A chi- 
square test confirmed that this group difference was highly significant, x2 (1) = 11.24. p  <  
.001 (2-tailed), suggesting that non-white children were significantly more frequently the 
victims of bullying than white children. For the reader’s information, a description of 
prevalence rates at the item level (i.e., the frequencies of white and non-white victims who 
had experienced each victimisation item of the LIS at a frequency of “more than once per 
week”) are described in Appendix 19.
Table 5 - Numbers of white and non-white participants in victim and non-victim groups
Victim status White
Observed count 
(Expected count)
Non-white 
Observed count 
(Expected count)
Total
Non-victim 175 22 197
(162.7) (29.8) (197.0)
Victim 38 16 54
(45.8) (8.2) (54.0)
Total 213 38 251
(213.0) (38.0) (251.0)
3. Mental health correlates of being a victim of bullying
The STAI (anxiety) and CDI (depression) data were examined using a series of 2 x 2 x 2 
(victim status x gender x ethnicity) between-subjects ANOVA’s. These are described 
below. Because the sample sizes in some of the cells examined in the higher order 
interactions were less than 10 (see Tables 7, 9, and 11 below), results relating to three- 
way interactions (described below) should be interpreted with extreme caution due to the 
reduced power of these analyses (see Diekhoff, 1992).
3.1. State Anxiety
A 2 x 2 x 2 (victim status x gender x ethnicity) between subjects ANOVA for participants’ 
scores on the STAI State anxiety scale (see Table 7) revealed that victims reported 
significantly higher levels of state anxiety than non-victims, F(l,233) = 9.125, p  < .01 (2- 
tailed). Main effects for gender and ethnicity were not significant. This suggested that
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there were no significant differences between males’ and females’ overall levels of state 
anxiety and no significant differences between white and non-white children’s overall 
levels of state anxiety. Furthermore, no significant two or three-way interactions emerged 
between victim status, gender and/or ethnicity.
Table 7: Group means for the STAI State Anxiety scale by victim status, gender and ethnicity
Group Gender Ethnic
origin
Mean Standard
Deviation
N
Non-Victims Male White 38.36 5.66 88
Non-white 41.84 6.64 11
Total 38.75 5.85 99
Female White 40.08 6.22 81
Non-white 43.11 10.01 10
Total 40.41 6.73 91
Total White 39.18 5.98 169
Non-white 42.44 8.22 21
Total 39.54 6.33 190
Victims Male White 42.59 7.04 24
Non-white 45.52 9.61 10
Total 43.45 7.85 34
Female White 45.38 7.19 13
Non-white 46.25 7.59 4
Total 45.59 7.05 17
Total White 43.57 7.13 37
Non-white 45.73 8.79 14
Total 44.16 7.59 51
Total Male White 39.27 6.20 112
Non-white 43.59 8.20 21
Total 39.95 6.71 133
Female White 40.81 6.59 94
Non-white 44.00 9.21 14
Total 41.23 7.01 108
Total White 39.97 6.41 206
Non-white 43.76 8.49 35
Total 40.52 6.86 241
Note:
O f the 14 cases excluded in this analysis, 11 were excluded because they contained more than two missing items on the State anxiety scale 
(one o f  these also had missing gender and ethnicity data), three further cases were excluded because o f  missing ethnicity data.
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3.1.a Clinical significance of the differences in levels of State anxiety between 
victim and non-victim groups
The clinical implications of the STAI State anxiety data were also examined. The number 
of victims and non-victims scoring above, or below/equal to the gender-related mean state 
anxiety scores (39.45 for males and 40.54 for females) of a normative sample of high 
school student (see Spielberger et al., 1983) were assessed. These are shown in Table 8. 
However, it should be noted that the overall mean state anxiety scores for the present 
sample (39.95 for males and 41.23 for females) were slightly higher than these published 
norms. Results suggested that a greater proportion of the victim group (32/51 = 62.7%) 
had total state anxiety scores which were above the normative population means, 
compared to 37.3% (72/131) of the non-victim group. A chi-square test confirmed that 
these group differences were highly significant, %2 (1) = 10.68,p <  .001 (2-tailed).
Table 8: Frequencies and percentages of victims and non-victims scoring above or equal 
to/below the gender related means for the STAI State anxiety scale
Mental health status Non
Victims
Victims Total
Above normative mean state anxiety levels
(STAI State anxiety scale total score > 39.45 for males 
and > 40.54 for females)
72
(37.3%)
32
(62.7%)
104
Below/equal normative mean state anxiety levels
(STAI State anxiety scale total score < or = 39.45 for 
males and < or = 40.54 for females)
121
(62.7%)
19
(37.3%)
140
Total 193
(100%)
51
(100%)
244
Note:
1. The minimum expected count is 21.74
2. Cases were excluded in this analysis i f  they contained more than 2 missing items on the STAI State anxiety scale, or if  gender was 
not stated (because o f  the use o f  gender-related state anxiety cut-offi).
3. A  total o f  11 cases were excluded because o f  missing state anxiety data (one o f  these also had missing gender and ethnicity data). 
Therefore, the N  for this analysis included three additional cases to the data described in Table 7 because these contained only 
missing ethnicity data which did not affect the data examined in this analysis.
3.2. Trait anxiety
A 2 x 2 x 2 (victim status x gender x ethnicity) between subjects ANOVA for participants’ 
scores on the STAI Trait anxiety scale (see Table 9) revealed that victims had significantly 
higher levels of trait anxiety than non-victims (i.e., victims were significantly more 
“anxiety prone” than non-victims), F(l,232) = 10.67, p  < .001 (2-tailed). In addition,
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there was a significant main effect for gender which suggested that females had 
significantly higher levels of trait anxiety than males F(l,232) = 7.24, p  < .01 (2-tailed). 
However, there was no significant main effect for ethnicity. This suggested that there were 
no significant differences between white and non-white children’s overall levels of trait 
anxiety. Furthermore, no significant two or three-way interactions emerged between 
victim status, gender and/or ethnicity.
Table 9: Group means for the STAI Trait anxiety scale by victim status, gender and ethnicity
Group Gender Ethnic
Origin
Mean Standard
Deviation
N
Non-Victims Male White 41.51 7.22 90
Non-white 44.60 6.56 11
Total 41.84 7.19 101
Female White 43.50 6.48 80
Non-white 46.61 10.27 10
Total 43.84 7.00 90
Total White 42.44 6.94 170
Non-white 45.55 8.37 21
Total 42.78 7.15 191
Victims Male White 46.37 9.87 23
Non-white 45.47 9.10 10
Total 46.10 9.51 33
Female White 51.21 7.04 11
Non-white 52.89 8.90 5
Total 51.74 7.41 16
Total White 47.93 9.24 34
Non-white 47.95 9.43 15
Total 47.94 9.20 49
Total Male White 42.50 8.03 113
Non-white 45.02 7.68 21
Total 42.89 8.00 134
Female White 44.43 7.00 91
Non-white 48.70 10.00 15
Total 45.03 7.57 106
Total White 43.36 7.62 204
Non-white 46.55 8.78 36
Total 43.84 7.87 240
Note:
O f the 15 cases excluded in this analysis, 13 cases were excluded because o f  missing Trait anxiety data (one o f  these also had missing 
gender and ethnicity data and one had missing ethnicity data),, and two further cases were excluded because o f  missing ethnicity data.
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3.2.a Clinical significance of the differences in levels of Trait anxiety between 
victim and non-victim groups
The clinical implications of the STAI Trait anxiety data were also examined The 
frequencies of victims and non-victims scoring above, or below/equal to the gender- 
related mean trait anxiety scores (31.0 for males and 31.2 for females) of a normative 
sample of high school students (see Spielberger et al., 1983) were assessed. These are 
shown in Table 10. However, it should be noted that the overall mean state anxiety scores 
obtained for the present sample (of 42.89 for males and 45.03) were higher than these 
published norms. Results suggested that a greater proportion of the victim group (29/49 = 
59.2%) had total trait anxiety scores which were above the normative population means, 
compared to 32.5% (62/191) of the non-victim group. A chi-square test confirmed that 
these group differences were highly significant, x2 (1) = 11.83,p <  .001 (2-tailed).
Table 10: Frequencies and percentages of children scoring above or equal to/below the gender 
related means for the STAI Trait scale in victim and non-victim groups.
Mental health status Non
Victims
Victims Total
Above normative mean trait anxiety levels
(STAI Trait anxiety scale total score > 40.17 for males 
and > 40.97 for females)
62
(32.5%)
29
(59.2%)
91
Below/equal normative mean trait anxiety levels
(STAI Trait anxiety scale total score < or = 40.17 for 
males and < or = 40.97 for females)
129
(67.5%)
20
(40.8%)
149
Total 191
(100%)
49
(100%)
240
Note:
1. The minimum expected count is 18.58
2. Cases were excluded in this analysis i f  they contained more than 2 missing items on the STAI State anxiety scale, or if  gender was 
not stated (because o f  the use o f  gender-related state anxiety cut-offs).
3. A  total o f  13 cases were excluded because o f  missing trait anxiety data (one o f  these also had missing gender data, and one had 
missing ethnicity data). Therefore, the N  for this analysis includes two additional cases to the data described in Table 9, because 
these contained only missing ethnicity data which did not affect the data examined in this analysis.
3.3. Depression
A 2 x 2 x 2 (victim status x gender x ethnicity) between subjects ANOVA for participants’ 
scores on the CDI (see Table 11) revealed that victims were significantly more depressed 
than non-victims, F(1,241) = 6.67, p <.01 (2-tailed). Main effects for gender and ethnicity 
were not significant. This suggested that there were no significant differences between
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males’ and females’ overall levels of depressive symptomatology and no significant 
differences between white and non-white children’s overall levels of depressive 
symptomatology. Furthermore, no significant two-way interaction emerged between 
victim status and ethnicity, and no significant three-way interaction emerged between 
victim status gender and ethnicity.
Table 11: Group means for the CDI by victim status, gender and ethnicity
Group Gender Ethnicity Mean Standard
Deviation
N
Non-Victims Male White 8.12 7.41 92
Non-white 13.90 9.14 11
Total 8.73 7.77 103
Female White 9.01 6.90 83
Non-white 12.40 8.95 10
Total 9.38 7.17 93
Total White 8.54 7.17 175
Non-white 13.19 8.85 21
Total 9.04 7.48 196
Victims Male White 16.19 11.99 25
Non-white 10.22 8.20 9
Total 14.61 11.31 34
Female White 15.36 7.68 13
Non-white 17.76 6.78 6
Total 16.12 7.31 19
Total White 15.91 7.68 38
Non-white 17.76 6.78 15
Total 16.12 7.31 53
Total Male White 9.84 9.16 117
Non-white 12.25 8.71 20
Total 10.19 9.10 137
Female White 9.87 7.30 96
Non-white 14.41 8.40 16
Total 10.52 7.60 112
Total White 9.86 8.35 213
Non-white 14.41 8.51 36
Total 10.52 8.44 249
Note:
O f the 6 cases excluded in this analysis, four cases were excluded because o f  missing CDI data, one case was excluded because o f  missing 
gender and ethnicity data and three further cases were excluded because o f  missing ethnicity data.
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There was, however, a significant two-way interaction between victim status and ethnicity, 
F( 1,241) = 4.18, p  < .05 (2-tailed). A graph of cell means for white and non-white victims 
and non-victims suggested that there was a stronger relationship between victimisation 
and depression in white children (see Figure 3).
20.00
N=21 N—175 N=15 N=38
non-white non-victim s non-white v ictim s
white non-victim s white v ictim s
Victim status by ethnicity
Figure 3 -  Mean levels of depression in white and non-white victim and non-victim groups
Note:
1. Error bars show group means +/- 1.0 SE
2. Bars show group means
From Figure 3 it was apparent that mean CDI scores were similar in non-white non­
victims and non-white victims (13.19 and 13.24 respectively), but considerably higher in 
white victims compared to white non-victims (15.91 and 8.54 respectively). A Tukey 
HSD test (see Table 12) confirmed that group CDI means were not significantly different 
between non-white non-victims and non-white victims. However, mean CDI scores were 
significantly higher in white victims than white non-victims. Mean CDI scores did not 
differ significantly between any other combination of victim groups (white victims vs. non­
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white victims, white non-victims vs. non-white non-victims, white non-victims vs. non­
white victims, and non-white victims vs. white non-victims). This pattern of differences 
suggests that depression is significantly related to victimisation in white children but not in 
non-white children.
Table 12 - Differences between mean CDI scores for white and non-white victim and non-victim
groups
Victim status by gender Mean difference Standard error
White victim vs. white non-victim 7.36* 1.43
White victim vs. non-white non-victim 2.72 2.17
White victim vs. non-white victim 2.67 2.44
White non-victim vs. non-white non-victim -4.64 1.85
non-white non-victim vs. non-white victim -0.049 2.70
non-white victim vs. white non-victim 4.69 2.15
* the mean difference is significant at the p  < .05 level (2-tailed)
3.3.a Clinical significance of the differences in levels of depression between 
victim and non-victim groups
The clinical implications of the CDI data were also examined. The frequencies of children 
scoring above or equal to/below the cut-off of 19 which is suggestive of clinical 
depression (see Kovacs, 1985; Smucker, Craighead, Craighead & Green, 1986) are shown 
in Table 13. Results suggested that a greater proportion of the victim group were 
depressed than the non-victim group, with 30.2% (24/51) of the victim group scoring 
beyond the CDI cut-off of 19, indicating possible clinical depression, compared to 8.5% 
(14/143) of the non-victim group. A chi-square test confirmed that these group 
differences were highly significant, %2 (1) = 17.36,/? < .001 (2-tailed).
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Table 13: Frequencies and percentages of children scoring above or below the cut-off for the
CDI in victim and non-victim groups.
Mental health status Non
Victims
Victims Total
Depressed
(CDI total score >19)
17
(8.5%)
16
(30.2%)
33
Not depressed
(CDI total score < or =19)
183
(91.5%)
37
(69.8%)
220
Total 200
(100%)
53
(100%)
253
Note:
1. The minimum expected count is 6.91
2. Cases were excluded in this analysis if  they contained more than 3 missing items on the CDI.
3. A  total o f  2 cases were excluded because o f missing CDI data. Therefore, the N  for this analysis includes four additional cases to 
the data described in Table 11, because these contained only missing ethnicity or gender data which did not affect the data examined 
in this analysis.
4. Worries about bullying in comparison to other potentially worrying situations 
which commonly affect this age group
Inspection of the group means for victims and non-victims on each item of the worry 
thermometer (see Table 14) suggested that the mean worry score was larger for non­
victims than victims for “changes in my body”, “doing badly at school” and “parents 
separating”. However, the mean worry score was larger for victims than non-victims on 
the remaining seven items of the worry thermometer. The largest mean difference 
between groups was for “bullying1’ (mean difference = 1.89), followed by “physical 
appearance” (0.81) and the smallest mean difference was for “death o f a close family 
member” (0.09), followed by “parents separating1’ (0.16).
A comparison of the victim group and the non-victim group was made for each of the ten 
situations listed by worry thermometer, using a series of unrelated f-tests. This suggested 
that victims worried significantly more than non-victims about “bullying”, t (225) = 3.71, 
p  < .001 (2-tailed). Victims and non-victims did not differ significantly in terms of how 
much they worried about any of the nine other life events listed by the worry thermometer, 
(see Table 14).
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Table 14 - Group mean values for victim and non-victim groups on each item of the worry 
thermometer
Description of item (item number) Victim Group 
Mean (SD)
Non-Victim Group 
Mean (SD)
Statistical Test Result
Changes in my body (1) 1.96 (2.48) 
N = 48
2.43 (2.71) 
N =  178
t (224) = 
-1.08
Physical appearance (2) 4.92 (3.42) 
N = 48
4.12(3.14) 
N =  177
t (223)= 1.56
Money (3) 4.01 (3.01) 
N = 46
3.72 (3.03) 
N =  179
t (223) = 0.58
Sex/relationship issues (4) 4.19(3.15) 
N = 45
3.63 (3.06) 
N =  177
t (220)= 1.08
Arguments with friends (5) 4.34(3.19) 
N = 48
4.00 (3.00) 
N = 179
t (225) = 0.79
Bullying (6) 5.05 (3.39) 
N = 47
3.16(3.04) 
N =  180
t (225) = 3.71***
Doing badly at school (7) 5.10(3.28) 
N = 47
5.23 (3.36) 
N = 180
t (225) = 
-0.24
Exams (8) 6.04 (3.13) 
N = 47
5.80 (3.23) 
N = 179
t (224) = 0.46
Death of a close family member 
(9)
6.78 (3.58) 
N = 47
6.69 (3.94) 
N =  180
t (225) = 0.14
Parents separating (10) 5.30 (4.21) 
N = 47
5.46 (4.35) 
N =  176
t (221) = 
-0.23
*** significant ap  < .001 level (2-tailed)
Note.
1. All values shown above are for ‘equal variances assumed’ (Levene’s test for equality of variances 
indicated that the groups had equal variances).
5.1. Attributional style as a mediating variable between victimisation and mental 
health measures
A mediating variable is a third variable which represents the mechanism by which two 
variables (e.g., an independent and dependent variable) are related. A variable is 
hypothesised to function as a mediator to the extent that it accounts for the relationship
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between a predictor and a criterion variable (Baron & Kenny, 1986). Therefore, 
mediation analyses requires that the mediator variable (attributional style) be statistically 
associated with both the predictor variable (victimisation) and with the criterion variable 
(mental health) of interest (see Baron & Kenny, 1986).
A series of Pearson’s product-moment correlations were conducted to examine the 
relationship between participants’ attributional style (as measured by CASQ) and their 
mental health status (as measured by the STAI and CDI). This suggested that all 
dimensions of attributional style (positive, negative and overall) were significantly 
associated with state anxiety, trait anxiety and depression (see Table 15 below). 
Attributional style for negative events (maladaptive attributional style) was moderately and 
positively associated with depression and trait anxiety (p < .01, 2-tailed), and modestly 
and positively associated with state anxiety (p < .01, 2-tailed) suggesting that there was a 
relationship between maladaptive thinking and increased symptoms of depressioil, and 
anxiety. Attributional style for positive events (adaptive attributional style) was 
moderately and negatively associated with depression and trait anxiety (p < .01, 2-tailed) 
and modestly and negatively associated with state anxiety (p < .01, 2-tailed), suggesting a 
relationship between adaptive thinking and decreased symptoms of depression and anxiety. 
Overall attributional style (i.e., the higher the overall score, the more adaptive the child’s 
attributional style) was moderately and negatively associated with depression and both 
state and trait anxiety (p < .01, 2-tailed), suggesting a relationship between adaptive 
thinking and decreased symptoms of depression and anxiety.
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Table 15: Correlations between attributional style and mental health measures
Mental health 
measure
Attributional style 
for negative events 
(CASQ CN)
Attributional style 
for positive events 
(CASQ CP)
Overall
attributional style 
(CASQ CP-CN)
STAI-State (state 
anxiety)
A=210
r=0.24** r=-0.22** r=-0.29**
STAI-Trait (trait 
anxiety)
A=213
r=0.31** r=-0.43** r=-0.46**
CDI (depression)
A=216
r=0.36** r=-0.41** r—0.49**
** significant atp < .C)1 level (2-tailed)
Because the LIS data was ordinal in nature, a series of Spearman’s rank order correlations 
were conducted to examine the relationship between attributional style (as measured by 
the CASQ) and participants’ overall physical and overall non-physical victimisation scores 
(i.e., their total scores on the six physical and 12 non-physical victimisation items of the 
LIS). These revealed no significant relationships between victimisation and attributional 
style (see Table 16). This suggested that there was no significant relationship between 
negative attributional style (maladaptive thinking), positive or overall attributional style 
(adaptive thinking) and either physical or non-physical bullying. This finding therefore 
precluded fiirther mediation analyses (see Baron & Kenny, 1986).
Table 16: Correlations between attributional style and total physical and non-physical 
victimisation scores
Total victimisation Attributional style Attributional style Overall
score for negative events for positive events attributional style
(LIS) (CASQ CN) (CASQ CP) (CASQ CP-CN)
Physical r=0.13 r=0.01 r=-0.06
victimisation
N=2ll
Non-physical r=0.06 r=-0.08 r=-0.09
victimisation
N=217
Note: None of the correlation coefficients shown in this table were significant
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5.2 Attributional style as a moderating variable between victimisation and mental 
health
A moderating variable is a variable that affects the strength and/or direction of the 
relationship between a predictor variable and a criterion variable (Baron & Kenny, 1986). 
In order to examine whether attributional style moderated the relationship between mental 
health status and victimisation, adolescents were split into groups by performing median 
splits on the three dimensions of attributional style. This yielded two groups for each 
dimension of attributional style: high and low maladaptive thinking for attributional style 
for negative events, and high and low adaptive thinking for atributional style for positive 
events and overall attributional style. For each scale “low” denoted scores equal to, or 
below the median, and “high” denoted scores above the median. Medians were 0.54 for 
positive attributional style, 0.35 for negative attributional style, and 0.17 for overall 
attributional style.
The STAI (state and trait anxiety) and CDI (depression) data were then examined using a 
series of 2 x 2 (victim status x attributional style) between subjects ANOVA’s, yielding a 
total of nine 2 x 2  factorial ANOVA’s. It was also intended to examine any interactions 
between attributional style, victim status, gender and ethnicity, in order to determine 
whether there were any important gender or ethnic differences in the relationship between 
attributional style and mental health. However, the sample sizes that would have been 
involved in these three and four-way interactions were extremely small (see Appendices 
20-28). Therefore, it was decided not to examine the role of gender and/or ethnicity 
because of the reduced power of these higher order interactions (Diekhoff, 1992). 
However, the results that emerged had a series o f 2 x 2 x 2 x 2  (victim status x gender x 
ethnicity x attributional style) between subjects ANOVA’s are presented in Appendix 29.
In an ANOVA which examines moderation, the moderator hypothesis is supported if there 
is a significant interaction between the predictor variable (i.e., victimisation) and the 
moderation variable (i.e., attributional style) of interest (see Baron and Kenny, 1986).
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Therefore, the results of interest were any interactions involving attributional style and 
victim status. These will be the only results described below.
5.2.a State Anxiety
Of the three ANOVA’s conducted on the STAI State anxiety data (see Appendix 30 for 
tables of descriptive statistics), no significant two-way interactions (involving victim status 
and attributional style) were detected. This suggested that none of the dimensions of 
attributional style (positive, negative or overall) moderated the relationship between 
victimisation and State anxiety.
5.2.b Trait Anxiety
Of the three ANOVA’s conducted on the STAI Trait anxiety data (see Appendix 31 for 
tables of descriptive statistics), no significant two-way interactions (involving victim status 
and attributional style) were detected. This suggested that none of the dimensions of 
attributional style (positive, negative or overall) moderated the relationship between 
victimisation and Trait anxiety.
5.2.c Depression
Of the three ANOVA’s conducted on the CDI data (see Appendix 30 for tables of 
descriptive statistics), no significant two way interactions emerged between victim status 
and positive or overall attributional style. This suggested that neither positive nor overall 
dimensions of attributional style moderated the relationship between victimisation and 
depression. However, a significant two-way interaction was detected between victim 
status and negative attributional style, F(l, 212) = 6.40,/? < .05 (2-tailed). This suggested 
that negative attributional style (maladaptive thinking) moderated the relationship between 
victimisation and depressive symptomatology. A graph of cell means for victims and non­
victims with high and low negative attributional styles (see Figure 4) revealed that mean 
CDI scores were higher in non-victims with high negative attributional style (high 
maladaptive thinking) than non-victims with low negative attributional style (low
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maladaptive thinking). Similarly, mean CDI scores were higher in victims with high 
maladaptive thinking than victims with low maladaptive thinking.
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Figure 4 - Mean levels of depression in victims and non-victims with high and low negative
attributional style
A Tukey HSD test (see Table 17) confirmed that victims with high maladaptive thinking 
had a significantly higher mean CDI score than victims with low maladaptive thinking. 
Furthermore, victims with high negative attributional style had significantly a higher mean 
CDI score than non-victims with high and low negative attributional styles. However, no 
other significant differences emerged between groups. This pattern of results suggested 
that high maladaptive thinking was only significantly associated with greater depressive
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symptomatology in children who had been bullied, compared to all other groups of 
children.
Table 17- Differences between mean CDI scores for victims and non-victims with high and low
negative attributional style
Victim status by high and low negative attributional 
style
Mean difference Standard error
non-victims with high negative attributional vs. non­
victims with low negative attributional style
2.41 1.06
victims with high negative attributional style vs.
8.65* 2.22
victims with low negative attributional style
victims with high negative attributional style vs. 
non-victims with high negative attributional style
8.19* 1.58
victims with high negative attributional style vs. 
non-victims with low negative attributional style
10.60* 1.55
victims with low negative attributional style vs. non­
victims with low negative attributional style
1.95 1.90
victims with low negative attributional style vs. non­
victims with high negative attributional style
-0.46 1.92
* the mean difference is significant at the p  < .05 level (2-tailed)
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Discussion
The present study appears to be unique firstly, in examining the relationship of anxiety and 
depression to being a victim of bullying in a population consisting entirely of adolescents, 
and secondly, in examining the relationship of attributional style as a mediating or 
moderating factor in this relationship. The key findings, their implications for both future 
studies and for the more general issue of bullying in schools, will be discussed below. 
Because the primary aim of the present study was to explore the mental health correlates 
of being a victim of bullying, the results which relate to this will be considered first. This 
will be followed by a discussion of the findings relating to the secondary aims of the study.
1. The mental health correlates of being a victim of bullying. Specifically, 
whether the incidence and severity of depressive thinking and anxiety symptoms 
are significantly greater in adolescents who are victims of bullying compared to 
those who are not victims, including any differences with regard to ethnic origin 
or gender.
The results of the present study indicated that victims of bullying reported significantly 
more depressive symptoms than did non-victims. This was consistent with the results of 
previous studies by Byrne (1994) and Rigby and Slee (1993) and inconsistent with the 
results of a more recent study by Salmon et al., (1998). Similarly, the results suggested 
that the adolescent victims of bullying reported significantly more state and trait anxiety 
symptoms than did non-victims. These results were consistent with previous research 
(Byrne, 1994; Slee, 1994; Salmon et al., 1998). These finding may be of particular 
relevance to epidemiological research, because they suggest that being bullied is one 
particular form of life event associated with depression and state and trait anxiety. 
Secondly, these findings lend support to research which indicates that problematic peer 
relations are associated with psychiatric disorder (Rutter, 1989). Furthermore, these 
finding were consistent with the results of the Butler (1998, unpublished) study, 
suggesting that bullying is related to depression and state and trait anxiety in both middle 
childhood and adolescence.
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The emergence of a relationship between victimisation and increased symptoms of 
depression and anxiety in the present study is an important finding for researchers, 
educators, and mental health professionals working with adolescents who have been 
bullied. It suggests that victims of bullying are likely to be experiencing significantly 
higher levels of anxiety and depression than their non-bullied peers.
However, because the design of the present study was cross sectional, it was not possible 
to determine the direction of causality between poorer mental health and victimisation. 
For example, the results of the present study may indicate that being bullied puts children 
at risk for mental health problems, or they may indicate that children with greater levels of 
anxiety and depression are at greater risk of being bullied. Alternatively they may indicate 
that there is a bi-directional relationship between victimisation and mental health. Clearly 
there is a need for future researchers to obtain longitudinal data in order to determine the 
exact nature of the relationship between bullying and mental health. Furthermore, there is 
also a possibility that the relationship between poorer mental health and victimisation is 
determined by a third (as yet unknown) variable. In the present study, for example, the 
role of attributional style in the relationship between victimisation and mental health status 
was examined (see below). Therefore, future studies should continue the search for 
variables that may moderate or mediate the relationship between bullying and mental 
health.
For both state and trait anxiety there were no significant interactions between victim status 
and gender, suggesting that gender did not affect the relationship between victimisation 
and anxiety. This was consistent with the Butler (1998, unpublished) study which found 
no gender differences in the relationship between victimisation and anxiety (both state and 
trait), suggesting that there was a similar pattern of findings in both middle childhood and 
adolescence. The lack of significant gender differences in the relationship between 
bullying and depression were also consistent with the findings of the Butler (1998,
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unpublished) study. Furthermore, the finding that gender did not play a significant role in 
the relationship between victimisation and depression suggested that the results of the 
present study cannot account for the preponderance of adolescent female depression 
revealed in epidemiological studies (see Angold & Rutter, 1992). Indeed, the results of 
the study only revealed a significant main effect for gender with regard to trait anxiety, 
suggesting that while females within the sample had significantly higher levels of trait 
anxiety (i.e., anxiety proneness) than males, they did not have significantly higher levels of 
state anxiety or depression than males. Therefore, it was possible that the adolescents 
who participated in present study were too young to reveal the gender differences in levels 
of anxiety and depression which are consistently found in epidemiological research with 
adolescents (e.g., Angold & Rutter, 1992), because there is some evidence to suggest that 
the elevated rate of internalising problems in females (compared to males) only emerges at 
around 15 years (McGee, Feehan, Williams, et al., 1990). It will be important to replicate 
the present study with a population of older adolescents in order to determine whether any 
gender differences emerge in the relationship between victimisation and mental health.
The lack of significant ethnic differences in the relationship between victimisation and state 
and trait anxiety was consistent with the findings of the Butler (1998, unpublished) study 
of middle childhood. However, the results of the present study did reveal a significant 
interaction between victimisation, ethnicity for depression. Further examination of this 
interaction revealed that the only significant difference between groups was between white 
non-victims and white victims, suggesting that victimisation had a stronger relationship to 
depression in white children than non-white children. These results differed from the 
findings of the Butler (1998, unpublished) study which revealed no interactions for 
nationality, suggesting that ethnicity may play a different role in the relationship between 
victimisation and depression in adolescence compared to middle childhood. One possible 
explanation for this discrepancy may be that ethnic identity is less important in the 
relationship between victimisation and mental health in younger children than older 
children. However, because the present study was quasi-experimental it was not possible
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to determine the direction of causality in the relationship between ethnicity, victimisation 
and depression. For example, these results may indicate that because non-white 
adolescents are likely to have had more experiences of hostility (e.g., racist comments) and 
bullying (see below) than their white peers, they are more resilient to the effects of 
bullying than white children. Alternatively these results may indicate that white 
adolescents who have higher levels of depressive symptomatology are more at risk from 
bullying than other adolescents. Furthermore, because the relationship of ethnicity, 
victimisation and mental health has never previously been examined in a population of 
adolescents, there is an urgent need for follow-up data to the present study. Because the 
sample was drawn from a largely white, middle class population, these findings await 
replication with different demographic populations of children. For example, using 
samples drawn from inner city and rural areas, or samples drawn from schools where non­
white children are less of a minority group. If the results of follow-up research confirm 
the differences described above, it may be helpful to explore the role of ethnic and gender 
identity in older and younger children’s experiences of bullying. A longitudinal study 
would also help to determine whether any age-related differences in the role of ethnicity in 
the relationship between victimisation and mental health were due to chance fluctuations 
or whether ethnicity is a salient issue at different times across childhood.
However, the above findings relating to the role of ethnicity and gender in the relationship 
between victim status and mental health should be interpreted with caution because of 
some of the small sample sizes involving the two-way analyses (the smallest being 16 for 
two-way interactions involving gender and 15 for two-way interactions involving 
ethnicity, see Tables 7, 9 and 11). This reduced the statistical power to find differences 
between the variables in these analyses. It is therefore possible that more significant 
interactions between victim status, gender and/or ethnicity may have emerged had a bigger 
sample size been used in the present study. Therefore, these findings await replication 
from studies involving larger sample sizes. Similarly, although no significant three way 
interactions emerged between victim status, gender and ethnicity for any of the measures
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of mental health, these results should be interpreted with extreme caution because the 
sample sizes involved in these three-way interactions were extremely small, (each 
contained at least one group of less than 10, see Tables 7, 9 and 11). Again, future 
research, involving larger sample sizes, is needed to examine whether there are any 
important interactions between gender and ethnicity in the relationship between 
victimisation and mental health.
Clinically speaking, the results of the present study suggested that a significantly greater 
proportion of bullied children had above normative mean (average) levels of state and trait 
anxiety compared to their non bullied peers (based on published figures obtained from a 
normative sample of high school students (Spielberger et ah, 1983). In fact, the incidence 
of above average state anxiety in adolescents who were the victims of bullying was almost 
twice as high as that found in non-victims. For trait anxiety the incidence of above 
average trait anxiety in victims was also almost twice as high as that found in non-victims. 
Unfortunately, the STAI was designed as a research tool and, unlike the CDI, does not 
provide clinical cut-offs that would allow the clinical implications of the data to be 
examined. Results did suggest that a significantly greater proportion of bullied adolescents 
had levels of depression which were clinically significant (i.e., a total CDI score equal to 
or above the cut-off of 19 which is suggestive of clinical depression). In fact, the 
incidence of probable clinical depression was over three times higher in adolescents who 
were victims of bullying compared to their non-bullied peers. This may have implications 
for the treatment of adolescents who have been bullied, because it suggests that levels of 
depression in this population may be severe enough to warrant specialist clinical 
interventions (e.g., anti-depressant treatment and/or formal psychological therapies).
However, the clinical relevance of all the above findings should be interpreted with 
extreme caution because all the measures used in the present study to assess participants’ 
mental health status were designed as instruments that measure levels of symptomatology 
for research purposes (see Kovacs, 1983; Spielberger, et al., 1983). Therefore future
Large Scale Research Project 361
research might consider comparing levels of state and trait anxiety and depression in 
victims of bullying with those obtained from a clinical population of depressed or anxious 
children. Alternatively, future studies might consider using diagnostic interviews rather 
than questionnaire measures, in order to determine the clinical significance of the above 
results more precisely.
2. The prevalence and nature of children’s experiences of being a victim of 
bullying within a population of secondary school students aged 12-14 years, 
including any differences with regard to gender or ethnic origin.
The overall prevalence rates of bullying obtained in the present study (21.1%) was lower 
than that obtained in the Butler (1998, unpublished) study of younger children (26.3%). 
Similarly, in the present study the rate of bullying for males was 24.8% and 16.8% for 
females, compared to 34.7% for males and 17.5% for females in the Butler (1998, 
unpublished) study. Because the present study used a similar methodology and measures 
and a sample drawn from the same geographical area, this supports previous findings that 
the prevalence of bullying decreases with age in both sexes (see Lowenstein, 1994). 
However, because the present study only examined children’s experiences of bullying in 
the past week, it was not possible to determine how many of these victims were 
persistently bullied and how many were bullied from time to time. This may have 
important implications on any hypothesised relationships between bullying and mental 
health, because research in other areas (e.g., in the Post-Traumatic Stress literature, see 
Litz & Roemer, 1996, and Green, 1994, for a review) suggests that repeated 
negative/unpleasant experiences are more strongly associated with psychopathology than 
isolated or low-frequency unpleasant experiences. This issue requires further investigation 
and may be an interesting new direction for research.
Furthermore, the prevalence figures in the present study were considerably higher than 
rates of adolescent bullying reported by previous researchers (e.g., Whitney et a l , 1992; 
Salmon et a l, 1998). This may reflect the actual characteristics of the present sample. 
Indeed, a major advantage of the present study, was that by asking children about the
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actual behaviours that they had experienced during the past week rather than asking 
whether they had been bullied, a consistent behavioural definition of bullying was applied 
to all children equally. Therefore, some potential sources of bias, such as individual 
differences in participants’ understanding of bullying, were minimised. However, the 
majority of previous studies have used the Olweus (1989) Bully/Victim Questionnaire to 
identify the victims of bullying, therefore it is possible that the differences in findings are 
the result of differences between measures rather than actual differences in rates of 
bullying. For example, the Olweus (1989) questionnaire asks children directly whether 
they are being bullied, whereas the assignment of children to victim and non-victim groups 
using the LIS relies on specific behavioural criteria. Therefore, there remains a possibility 
that the substantially higher rates of bullying obtained by the present study were due to a 
lack of specificity in the bullying measure, whereby behaviours defined as bullying using 
the LIS (e.g., tried to kick me) may not have always been experienced in the context of 
bullying (e.g., in the context of playful banter between friends). This could have led to 
some participants being assigned to the victim group when they were not being bullied. 
Alternatively, some adolescents who were being bullied may not have reached the criteria 
for the victim group. This may have reduced the statistical power of the analyses within 
the present study. Further research using more diverse samples of adolescents and/or 
using different measures to validate the children’s victim status, such as other 
questionnaires (e.g., The Bully/Victim Questionnaire, Olweus 1989) and other sources of 
data (e.g., behavioural observations) would help to clarify whether the figure obtained in 
the present study represents an accurate estimate.
Within the present study, the ratio of male to female victims in the overall victim group 
was approximately . 1.5 to 1. This difference was not significant, suggesting that rates of 
victimisation did not differ significantly between adolescent males and females aged 12-14 
years. This finding differed from that of the Butler (1998, unpublished) study which 
revealed that in middle childhood, boys were significantly more likely to be the victims of 
bullying than girls. This suggests that the difference between rates of male and female
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victimisation decreases from middle childhood to adolescence. Because both studies used 
the same definition of bullying, this discrepancy between rates of bullying in the two age 
groups cannot be explained by suggesting it was an artefact of using different definitions 
of bullying.
The findings of the present study were consistent with the results of studies which have 
found no gender differences in rates of victimisation (e.g., Whitney & Smith, 1993). 
However, these findings were not consistent with other studies which have found that 
boys are more likely to be the victims of bullying than girls (e.g., Boulton & Underwood, 
1992; Byrne, 1994; Salmon et a l , 1998). One possible explanation for this discrepancy 
between findings may be that the significant gender differences detected in previous 
studies emerged because of using larger sample sizes. This would have increased the 
statistical power to detect significant gender differences. For example, the Salmon et al., 
(1998) study, which found that boys were significantly more frequently the victims of 
bullying than females, involved a sample of 904 adolescents. However, the actual ratio of 
male to female victimisation in their study (1.5 male victims to 1 female victim) was the 
same as that obtained in the present study. This suggests that the lack of significant 
differences in the present study may have been the result of reduced power rather than a 
lack of significant differences in rates of male and female victimisation per se. Therefore, 
the findings of the present study await replication with larger sample sizes.
Another possible explanation for the discrepancies between the findings of studies which 
have examined gender differences in rates of bullying may be that these are an artefact of 
the way that victimisation is defined and/or measured. For example, the Boulton and 
Underwood (1992) study, which used a similar sample size to the present study, used the 
Bully/Victim Questionnaire, Olweus (1989). This provides children a lengthy, pre­
determined definition of bullying (which includes physical and non-physical bullying) and 
then asks children whether they have been bullied. A major problem with this 
methodology is that children using the questionnaire may not consistently remember (or
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agree with) the Olweus (1989) definition. For example, Arora (1994) argues that children 
are more likely to define bullying in terms of physically aggressive actions than non- 
physically aggressive actions (see Arora & Thompson, 1987; Smith, 1994). Therefore, if 
respondents do not reliably use the definition provided by the Olweus (1989) 
questionnaire, they may use a personal definition of bullying which focuses on physical 
bullying. Because males are more frequently the victims of physical bullying than females 
(see Bentley & Li, 1995), this could lead to an over-representation of male victims in 
studies which have used the Olweus (1989) questionnaire as a means of identifying 
children who have been bullied. This hypothesis is supported by the fact that when purely 
physical behavioural criteria were used to identify victims in the present study (physical 
victimisation criteria), more males than females were victims, whereas when non-physical 
behavioural criteria were used (non-physical victimisation criteria), more females than 
males were victims. Combined with the results of the Butler (1998, unpublished) study 
which revealed a similar gender difference, this finding suggests that the tendency for boys 
to experience more physical forms of bullying than girls, and girls to experience more non­
physical forms of bullying than boys, persists from middle childhood into adolescence. 
Therefore, researchers need to consider the reliability (e.g., cross-informant consistency) 
and validity of questionnaires which ask children directly about bullying, based on a pre­
determined definition, rather than by asking children about the actual behaviours they have 
experienced.
The emergence of differences in the nature of bullying experienced by males and females 
(i.e., girls being more likely to experience non-physical aggression than boys and boys 
being more likely to experience physical aggression than girls) is an area which requires 
further investigation. In particular it will be important to replicate the findings of the 
present study to clarify whether these differences exist in more diverse samples of 
adolescents, as well as to determine whether current definitions used by health and 
education personnel to identify victims adequately cover the types of bullying that are 
experienced by both males and females. This issue may have implications for the
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measurement of victimisation in future studies of bullying, because if there are qualitative 
differences in the forms of bullying directed at boys and girls, measures that reliably 
examine these different forms of bullying across both sexes are more likely to be a valid 
means of identifying children who have been bullied.
In the present study, a significantly greater proportion of non-white adolescents were the 
victims of bullying compared to their white peers. This finding is particularly important 
because, contrary to previous findings (Moran et al., 1993), it suggests that non-white 
adolescents are at significantly greater risk from being bullied than their peers. Coupled 
with the findings of the Butler (1998, unpublished) study that revealed a similar pattern in 
younger children, these results suggest that the tendency for non-British children to be at 
greater risk from bullying persists from middle childhood into adolescence. This has 
implications for education planners and providers because it suggests that non-white 
children and adolescents in their care may be particularly vulnerable to bullying. One 
possible explanation for the discrepancy between these findings and the Moran et al., 
(1993) study may be that the children in the present study were drawn from a 
predominantly white population. Therefore, the non-white children were a smaller 
minority group than those in the Moran et al., (1993) sample (which was drawn from 
schools specifically aiming to foster a multi-cultural environment). This raises questions 
as to whether there was a racist nature to the bullying experienced by the non-white 
children in the present study, or whether specific multicultural/anti-racist policies might 
account for differences between these two samples. Because little research has been 
conducted in this area, there is a need for further research to replicate the results of the 
present study, as well to examine the nature and extent of any ethnic/racial differences in 
rates of victimisation across a range of demographic samples of children. An examination 
of any contextual factors (such as anti-racism policies) which might account for 
differences in rates of victimisation between samples would also be useful.
Large Scale Research Project 366
3. Whether children who are the victims of bullying worry more about bullying 
than other potentially worrying issues/events which may affect their age group, 
in comparison to non-victims
A comparison of victims and non-victims worries about each of the ten potentially 
worrying issues/events listed by the worry thermometer revealed that the victims and non­
victims only differed significantly with respect to how much they worried about 
“bullying”, with victims reporting worrying more about this item than non-victims. These 
finding lent support to the credibility of the categorisation of children into the victim and 
non-victim groups (using the LIS) within the present study, because they suggested that 
“bullying” was the only potentially worrying life/event situation that discriminated children 
classified as victims from children classified as non-victims. However, because the worry 
thermometer measure was not intended as a formal validity measure, the validity of the 
LIS requires clarification in future studies. For example, the criterion validity of the LIS 
could be examined by collecting observational data of children’s experiences over the past 
week and comparing this to their responses on the LIS. However, this is likely to be time 
consuming and costly and may be subject to other sources of bias such as the effect of the 
presence of an observer on children’s behaviour (Wilkinson, 1995).
4. The relationship between victimised children’s attributional style (i.e., the way 
they explain bad and good events in their lives) and their mental health status 
compared to non-victims of bullying.
In order to examine the role of attributional style as a mediating variable (i.e., a variable 
which accounts for the relationship between victimisation and poorer mental health 
outcomes, see Baron & Kenny, 1986) a series of correlational analyses were conducted to 
examine the relationship between attributional style and victimisation, and the relationship 
between attributional style and mental health.
The results of the present study suggested that all dimensions of attributional style 
(positive, negative and overall) were significantly associated with depression and both
Large Scale Research Project 367
state and trait anxiety. However, an analysis of the relationship between attributional 
style and victimisation revealed that there was no significant relationship between 
victimisation and any of the dimensions of attributional style. Because, mediation analyses 
require that the mediator variable (attributional style) be statistically associated with both 
variables of interest (victimisation and mental health), these findings suggested that 
attributional style does not mediate the relationship between victimisation and mental 
health within the present sample. These findings lend some support to Seligman’s (1990) 
conceptualisation of attributional style as a stable trait-like characteristic, rather than a 
situation-specific mechanism, because they suggest that adolescents’ attributional style is 
independent of their situation-specific experiences of victimisation.
In order to examine the role of attributional style as a moderating variable (i.e., a third 
variable which affects the strength and direction of the relationship between mental health 
status and victimisation), an analysis of the interaction effects between victim status and 
attributional style was conducted for each of the measures of mental health. Any 
significant interactions involving attributional style and victim status with respect to mental 
health symptoms (i.e., depression and anxiety) would have suggested that attributional 
style was a moderating variable in this relationship.
In the present study, no such significant interactions emerged between either state or trait 
anxiety and victim status. This suggested that none of the dimensions of attributional style 
(i.e., positive, negative or overall) moderated the relationship between victimisation and 
anxiety in the present sample. These findings were inconsistent with research that 
suggests that negative attributional style is associated with anxiety in the face of negative 
life events (Curry & Craighead, 1990). However, they lend support to the results of one 
study that revealed that anxiety did not have a significant relationship to attributional style 
in the face of negative events (Rodriguez & Pehi, 1998). Similarly, no significant 
interactions emerged between victim status and positive or overall attributional style in 
relation to depression, suggesting that positive and overall attributional style do not
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moderate the relationship between victimisation and depression in the present sample. 
However, one significant interaction emerged between negative attributional style 
(maladaptive attributional style) and victim status in relation to depression, suggesting that 
negative attributional style moderated the relationship between victimisation and 
depression in the present sample of adolescents aged 12-14 years. An examination of this 
interaction suggested that high maladaptive attributional style was only significantly 
associated with increased depressive symptomatology in children who were the victims of 
bullying. These findings were consistent with research which suggests that in the face of 
negative life events (e.g., bullying) maladaptive attributional style is consistently associated 
with depression, whereas adaptive attributional style is less associated with psychological 
well-being (Bums & Seligman, 1989; Corr & Gray, 1994). Furthermore, the above 
findings lend some support to research which suggests that positive and negative 
attributional style may be independent of each other, rather than reflecting opposite ends 
of the same dimension (McCarry, 1997).
However, as with many of the results described above, because the design of the present 
study was cross-sectional, it was not possible to determine the direction of causality in the 
relationship between maladaptive attributional style, victimisation and depression. For 
example, some authors have suggested that attributional style is a stable personality 
characteristic which renders adolescents vulnerable to depression in the face of negative 
life events such as bullying (e.g., Seligman, 1990). Alternatively, it may be that negative 
attributional style is only apparent in the presence of other depressive symptoms which are 
associated with negative life events such as victimisation (e.g., Barnett & Gotlib, 1988). 
Therefore, there is a need for future studies to obtain longitudinal data in order to 
determine the exact nature of the relationship between victimisation, attributional style and 
depression.
A further limitation to the above findings was that the sample sizes in the analyses of two- 
way interactions between the dimensions of attributional style and victimisation were fairly
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small (the smallest group was 16). This reduced the power of these analyses, and it is 
therefore possible that had the sample size been larger, more significant interactions would 
have emerged between variables. Indeed, it was not possible to examine whether there 
were any important gender or ethnic differences in the relationship between attributional 
style and mental health, because of the extremely small sample sizes that would have been 
involved in these three and four-way analyses. This is an issue that clearly needs to be 
examined by future researchers. Therefore, the above findings await replication from 
studies involving a range of demographic samples of children and adolescents.
Another major limitation of the present study was that reliability analyses revealed that the 
positive, negative and overall dimensional scales of CASQ only achieved moderate to poor 
internal consistency. This is consistent with several previous studies which have also 
criticised the CASQ for having mediocre psychometric properties (see Gladstone et al, 
1997). A major difficulty with this lack of reliability is that it may have reduced the power 
to find significant associations within the present study. One possible explanation for the 
low Cronbach’s alphas obtained for the CASQ was that it was extremely lengthy and 
cumbersome to complete (consisting of 40 items). Indeed the investigator noted that 
several children voiced concerns about the length and complexity of the CASQ. This may 
have increased the possibility that factors such as boredom weakened its reliability (see 
Thompson et al., 1998). However, the fact that meaningful correlations were obtained 
between all dimensions of attributional style and the measures of mental health used in the 
present study supports the credibility of the CASQ. Furthermore, the only alternative 
form of the questionnaire, the Children’s Attributional Style Questionnaire-Revised, has 
been found to be even less reliable than the original CASQ (Thompson et al., 1998). 
Therefore, there is an urgent need for the development of measures of children’s 
attributional style which have more robust psychometric properties.
5. Other limitations of the present study
A consideration of the measures used in the present study suggests several potential 
methodological problems: Firstly, the data collected in the present study was purely of a
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self-report nature and consequently relied on children reporting their experiences and 
feelings accurately. Therefore, the data was subject to reporting biases such as social 
desirability (see Fife-Schaw, 1995) which may have confounded the data. Secondly, the 
shared method variance (of using entirely self-reported data) may have inflated the 
correlations between measures. Future studies might consider the use of alternative 
sources of data (such as behavioural measures and data from other informants such as 
teachers or parents) to address this issue.
Another limitation of the present study concerned the selection of participants. Firstly, the 
selection of schools relied on local knowledge, rather than measurable criteria such as 
socio-economic characteristics of the school population demographics. This may have 
implications for the generalisability of the findings of the present study. Secondly, the 
selection of participants within schools was largely left to the discretion of the three 
participating schools (i.e., they were each asked to select three or four classes across years 
8 and 9 to take part in the study). Therefore, there was no way of determining how 
representative the data was, or to what extent the data may have been confounded by 
selection biases and/or biases operating at a within class level (e.g., classes with a 
disproportionately high or low level of bullying). This may have implications for the 
generalisability of the present findings. Future studies should consider collecting data that 
may enhance the representativeness of their data, such as random sampling across the 
entire school population of interest. However, because parental and child consent would 
still be necessary, this method of recruitment is still likely to be subject to some selection 
biases.
In addition to the issues described above, non-participation, missing and pro-rated data 
may have affected the results of the present study. For example, children who opted out 
of the study, or were absent, may have been in some way a distinct and important group 
(e.g., children who were frightened to report that they had been bullied). Similarly, 
missing data may have been non-randomly distributed throughout the entire data set, such
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that excluding or pro-rating it may have introduced other sources of bias (see Tabachnick 
and Fiddell, 1996). Therefore, there was no way of determining how data that was not 
included in the study compared with the data on which the analyses are based. Again, this 
may affect the generalisability of the present findings.
6. Advantages of the present study
A major advantage of the present study was the use of two definitions of bullying that 
allows these data to be compared to a wider range of previous research studies (i.e., those 
which have used a purely physical definition, as well as those that have used a definition 
which included physical and non-physical behaviours). Secondly, because the present 
study used a similar methodology and measures, and was conducted in the same 
geographical area as the Butler (1998, unpublished) study of bullying in middle childhood, 
it allows valid comparisons to be made between the two age groups. Furthermore, this 
was the first study that has explored the role of attributional style as a potential 
moderating and/or mediating variable in the relationship between victimisation and mental 
health, therefore providing unique information.
Conclusions
Overall, the results of the present study confirmed that bullying is a substantial problem for 
adolescents aged 12-14 years, affecting one in four children. In particular, the findings 
that the victims of bullying were likely to be more depressed and anxious than children 
who have not been bullied, provided empirical support for the theorised link between 
victimisation and mental health. Furthermore, the incidence of probable clinical depression 
was over three times higher in adolescents who were victims of bullying compared to their 
non-bullied peers. These findings may have practical and resource implications for health 
and education personnel attempting to help the victims of bullying because they confirm 
that the victims of bullying are likely to have mental health problems which may require 
formal medical and/or psychological treatment.
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In addition, the results of the present study provided new empirical information 
concerning the role of ethnicity in victimisation, suggesting that ethnic differences may be 
important in adolescent bullying, both in terms of who is bullied and in terms of the 
relationship between victimisation and mental health. The finding that ethnic minority 
children were more likely to be bullied than their peers is particularly important for health 
and education personnel attempting to tackle the problem of bullying in schools because it 
suggests there is a need to understand and address ethnic differences in rates of 
victimisation. This may have resource implications for schools in terms of educating 
teachers about the issue, and developing policies and procedures aimed at reducing the 
risk for ethnic minority children.
Finally, the attributional style for negative events moderated the relationship between 
victimisation and depression provides important new empirical information. While these 
findings clearly require replication with larger samples of adolescents, they may have 
important implications for counselling or therapy with victims of bullying, because 
research suggests that attribution re-training is an effective treatment for depressive 
symptoms in school children (Jaycox et al., 1994).
These findings need to be taken seriously by education, health and research personnel alike 
and clearly need to be the subject of further studies. In particular, there is a need to 
replicate the present study in order to verify the existence of specific key findings. 
Secondly, there is a need for longitudinal studies, in order to determine the nature of the 
causal pathways between variables examined in the present study. Thirdly, the 
investigation of variables that may moderate or mediate the relationship between 
victimisation and mental health appears to be an important new direction for bullying 
research. It is hoped that the results of this, and the Butler (1998, unpublished) study, will 
inspire future investigators to pursue this interesting and much needed area of research.
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This report has been reproduced for the local authority and schools that participated in the 
study.
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Uni
24 March 1999 Guildford
Surrey GU2 5XH, UK
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M s C Butler
School o f  Human Sciences (Psychology) 
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I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied arid has approved it on the 
understanding that the Ethics Guidelines are observed.
The letter o f  approval relates only to the study specified in your research protocol
(ACE/99/4/Psych). The Committee should be notified o f  any changes to the proposal,      ..
any adverse reactions and if  the study is terminated earlier than expected (with 
reasons). I  enclose a copy o f  the Ethics Guidelines for your information.
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Helen Schuyleman (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Professor L J King, Chairman, ACE  
Dr Alison Pike, Supervisor, Psychology
Enc.
T h8 Q i- ieV j'
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Permission from Local Authority
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ducation Department
Regal House, London Road. Twickenham, TW I 3QB. Telephone 0181 891 7500. Fax 0181 891 7714. Minlcom 0181 891 7S39. 
E-mail: vrrncdonnell@richmond.gov.uk : W orld wide w eb site: http://www.richmond.gov.uk/education/
O ur Ref: VMcD/CM/222c Your Ref: D irect Dial: 0181-891 7906 
Contact: Vincent R McDonnell
Caroline Butler
Department o f Clinical Psychology
University of Surrey
GUILDFORD
Surrey
GU2 5XH
17 February 1999
Following my telephone message, I write to  confirm that the local education authority has agreed to 
support you in your research into bullying in adolescence. I understand that you have spoken to  
Caroline W allace in our Education Psychological Service, w ho will put you in contact with secondary 
schools in the Borough. As before, w e are happy for you to  use the "opt-out" m ethod of recruiting 
respondents to your questionnaire, and I trust that this will give you a broader base to  your study.
Yours sincerely
V\A
Vincent R McDonnell 
Chief Education Officer
Vincent R McDonnell MA, Chief Education Officer
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Appendix 3
Procedure for Grouping Children According to Ethnic Origin
The front cover of the questionnaire booklet asked each participant “What is your ethnic 
origin”. Children were asked to select this from the following options:
Asian
Black
Mixed race (please describe)
Other (please describe)
White
Participant responses were then grouped by the investigator according to the ethnic origin 
they had selected as follows:
• Where a child stated “Asian” or “Black” or “White” or they were classified as such.
• Where a child stated they were of “Other” ethnic origin, the description that they had 
given was inspected. If this description differed from one of the pre-selected 
categories of ethnic origin (e.g., “Middle Eastern”) the child remained was classified as 
“Other” and their ethnic origin was described in the text. If a child did not provide a 
description of “Other” they were classified as “Other” and the fact that they had not 
described their ethnic origin was clearly stated in the text.
• Where a child stated they were of “Mixed” ethnic origin, they were classified as 
“Mixed”. The descriptions of “Mixed” which were given are shown below
“Mixed” ethnic origins that were reported
Description Frequency
None given 
Half African
1
1
Sri Lankan/Fijian/American 1 
Chinese/Vietnamese 1
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Jamaican/English 1
White/Mauritian 1
Half Brazilian 1
Jamaican/Irish 1
Indian/English 1
African/Scottish 1
Black/White 2
Half caste 1
English/Indian 1
African/English 1
White/Asian 1
English/Jamaican 1
Total 17
• If a child did not give any information regarding their ethnic origin, they were 
classified as “not stated”.
For subsequent statistical analysis of the data, participants were then grouped under the 
broader heading of “White” and “Non-white” children as follows:
• All children who had been identified as “White” were classified as “White”.
• All children who had been identified as having an ethnic origin other than “White” 
(i.e., Asian, Black, Mixed, Other) were classified as “Non-white”
• Any children who had not stated their ethnic origin were not included in either of these 
groupings and were not included in any statistical analysis that examined the data by 
ethnicity.
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Appendix 4
Consent from parents
[Headed Paper]
Dear Parent
I am a Psychologist in Clinical Training at the University of Surrey. I am writing to you because I 
am conducting some research into the impact of bullying on 13 to 14 year old children. Vincent 
McDonnell (Chief Education Officer) has given me permission to carry out the project in schools 
across the London Borough of Richmond Upon Thames. This area of research is much neglected 
and I believe that the results o f my study will be invaluable to the current knowledge base 
surrounding bullying and in particular, enhance our understanding of the effects o f bullying on 
victims.
Mr/Mrs [Name of Head Teacher], Head Teacher has kindly agreed to allow me to ask the children 
in years 8 and 9 to complete some questionnaires for this research. I am planning to visit the 
school on . .99 [Date] and . .99 [Date]. The questionnaires should take approximately 30 
minutes to complete. All the information which the children give will remain anonymous and 
strictly confidential. If you are happy for your child to participate in this study there is no need to 
take further action. However, if  you do not want your child to take part for any reason, please 
could you complete and return the slip below to your child’s class teacher before the above dates, 
otherwise we will assume that you have no objections. If you do not wish your child to participate 
in the study you should be reassured that they will not be disadvantaged in any way as a result of 
this decision.
If there is anything that you wish to discuss with me, please don’t hesitate to contact me at the 
University of Surrey on 01483-259441.
Yours sincerely
Caroline Butler (BSc Hons. Psychology)
Psychologist in Clinical Training
Having read the letter sent to me by Caroline Butler (Psychologist in Clinical Training), I
have decided that I do not wish my child {name) ..........................................................  to
take part in the study that she will be conducting
Signed............................................................................
Name.............................................................................. (please prin t name)
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Appendix 5
Consent from children, instructions and debriefing
Consent
Hello, my name is Caroline Butler. I have come to your school today because your head 
teacher [name] has given me permission to come and ask you whether you would like to 
fill out some questionnaires for me.
Before I ask whether you would like to join in or not, I will explain why I am asking you 
to fill out the questionnaires. I am a Psychologist in Clinical Training and I am doing a 
project about bullying. I am interested in finding out how bullying effects your age group. 
These questionnaires that I have are a way of finding out about this.
If you do decide to join in, I will not be asking for your name so I won’t know who wrote 
what, and anything that you say will be kept confidential [check that everyone knows what 
confidential means].
It should take about an half and hour to an hour of your time to complete all the 
questionnaires. If you don’t want to fill in the questionnaires then don’t worry, that’s fine. 
Does anybody have any questions [answer questions]. Anybody who doesn’t want to join 
in can leave now [those who leave are thanked for their time].
Instructions for filling out the questionnaires
Just to remind you that it should take about half an hour to an hour to fill out the 
questionnaires. You can use a pen or a pencil to fill them out, whatever you prefer. 
Please start with the front page of the booklet and work your way through it filling out 
every page. Please do not write your name on any of the questionnaires just write your 
approximate age (in years and months), your ethnic origin, whether you are male or female
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and how long you have attended the school. Each of the questionnaires has some 
instructions about how to fill it out, please read the instructions carefully. If you have any 
problems filling the forms out, just ask if you need some help. Finally, I should point pout 
that it is very important that you answer all the questions sensibly, if you don’t then it will 
be a waste of your time and my time and may spoil things for everybody involved. Any 
questions before we start? [answer any questions].
Now if you would like to start, please fill out the front page of the booklet and then start 
with the first questionnaire, remember, each questionnaire has instructions about how to 
fill it out but if you don’t understand anything or need some help, just put your hand up 
and I will help you. Please work as quickly and quietly as you can and please don’t miss 
out any of the questions.
Debriefing
Thank you for sparing the time to fill out my questionnaires. Does anybody have any 
questions? [answer questions].
In case anybody in this class is being bullied or has other problems and would like to talk 
to somebody about it in private I am going to give each of you some information about 
who you can speak to in school and the telephone number of a counselling service outside 
of school [Off the Record].
In school:
You can either speak to your class teacher, or 
You can speak to any other teacher
If you do not want to speak to somebody at school:
You can speak to a parent or guardian, or 
You can telephone 
Off the Record on 0181 744 1644
Thanks again for your time.
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Appendix 6
Front Cover of Questionnaire Pack
Inside this booklet are some questionnaires for you to fill out. Before you open the 
booklet, please give fill out the boxes below:
QUESTION ANSWER
What is your age in years and months?
Are you a girl or a boy?
How long have you attended this school 
in years and months?
What is your ethnic origin (please tick 
correct answer)?
Asian
Black
Mixed race (please describe below) 
Other (please describe below) 
White
If you answered “mixed race” or 
“other”- please describe your ethnic 
origin here ------------------------------- ►
Please read the instructions for each questionnaire carefully and work as quickly
and quietly as you can.
If you need any help now or at any time while you are filling out the booklet, please
just put up your hand.
Thank you
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Appendix 7
The Life in Schools Checklist (LIS, Arora, 1997, Wolverhampton Education 
Department, 1992)
Below are a list of things that can happen to children at school. Please read each 
statement carefully and then decide whether it has happened to you during this week. 
Please tick the correct box next to the statement to say whether it happened to you not at 
all, once or more than once in the last week.
During this week another pupil: Not at 
all
Once More
than
once
1. Helped me with my homework
2. Called me names
3. Said something nice to me
4. Teased me about my family
5. Tried to kick me
6. Was very nice to me
7. Teased me because I am different
8. Gave me a present
9. Threatened to hurt me
10. Gave me some money
11. Demanded money from me
12. Tried to frighten me
13. Asked me a stupid question
14. Lent me something
15. Told me off
16. Teased me
17. Talked about clothes with me
18. Told me a joke
19. Told me a lie
20. Ganged up on me
21. Tried to make me hurt other people
22. Smiled at me
23. Tried to get me into trouble
24. Helped me to carry something
25. Tried to hurt me
26. Helped me with my class work
27. Made me do something I didn’t want to
28. Talked about TV with me
29. Took something off me
30. Shared something with me
31. Was rude about the colour of my skin
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During this week another pupil: Not at 
all
Once More
than
once
32. Shouted at me
33. Played a game with me
34. Tried to trip me up
35. Talked about interests with me
36. Laughed at me
37. Threatened to tell on me
38. Tried to break something of mine
39. Told a lie about me
40. Tried to hit me
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Appendix 8
The State-Trait Anxiety Inventory (STAI, Spielberger et a/., 1983)
State Scale
Directions: A number of statements which people have used to describe themselves are
given below. Read each statement and circle to the right of the statement to indicate how 
you feel right now, that is, at this moment. There are no right or wrong answers. Do not 
spend too much time on any one statement but give the answer which seems to describe 
your present feelings best._____________________________ _____ ______________
Not at all Somewhat Moderately
so
Very much 
so
1. I feel calm
2. I feel secure
3. I am tense
4. I feel strained
5. I feel at ease
6. I feel upset
7. I am worried about bad things 
that may happen
8. I feel satisfied
9. I feel frightened
10. I feel comfortable
11. I feel self-confident
12. I feel nervous
13. I am jittery
14. I feel indecisive
15. I am relaxed
16. I feel content
17. I am worried
18. I feel confused
19. I feel steady
20. I feel pleasant
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Trait Scale
Directions: A number of statements which people have used to describe themselves are
given below. Read each statement and circle to the right of the statement to indicate how 
you generally feeL There are no right or wrong answers. Do not spend too much time on 
any one statement but give the answer which seems to describe how you generally feel.
Almost
never
Sometimes Often Almost
always
1. I feel pleasant
2. I feel nervous and restless
3. I feel satisfied with myself
4. I wish I could be as happy as other 
people seem to be
5. I feel like a failure
6. I feel rested
7. I am “cool, calm, and collected”
8. I feel that difficulties are piling up 
so that I cannot overcome them
9. I worry too much over some things 
that really don’t matter
10. I am happy
11. I have disturbing thoughts
12. I lack self-confidence
13. I feel secure
14. I make decisions easily
15. I feel inadequate
16. I am content
17. Unimportant thoughts run through 
my mind and bother me
18. I take disappointments so badly 
that I can’t put them out of my 
mind
19. I am a steady person
20. I get in a state of tension or turmoil 
when I think over my recent 
worries and interests
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Appendix 9
The Children’s Depression Inventory (CDI, Kovacs, 1983; 1985)
People sometimes have different feelings and ideas.
This form lists different kinds of feelings and ideas in groups. From each group, pick one 
sentence that describes you best for the past two weeks. After you pick a sentence from 
the first group, go on to the next group.
There is no right answer or wrong answer. Just pick the sentence that best describes the 
way you have been recently. Circle the number next to your answer, like this:
EXAMPLE:
I read books all the time................................................................................0
I read books once in a while.............  . ©
I never read books........................................................................................ 2
Remember, pick out the sentence that describes your feelings and ideas in the PAST 
TWO WEEKS.______________________________________________________
1. I am sad once in a while...................................................................; ...........0
I am sad many times....................................................................................... 1
I am sad all the time...................................................................................... 2
2. Nothing will ever work out for m e................................................................0
I am not sure if things will work out for me........................  1
Things will work out for me O.K...................................................................2
3. I do most things O.K......................................................................................0
I do many things wrong.................................................................................1
I do everything wrong....................................................................................2
Large Scale Research Project 399
4. I have fun in many things...............................................................................0
I have fun in some things...............*.............................................................. 1
Nothing is fim at all........................................................................................2
5. I am bad all the time....................................................................................... 0
I am bad many times......................................................................................1
I am bad once in a while................................................................................ 2
6. I think about bad things happening to me once in a while.............................. 0
I worry that bad things will happen to me......................................................1
I am sure that terrible things will happen to me............................................. 2
7. I hate myself.................................................................................................. 0
I do not like myself........................................................................................1
I like myself...................................................................................................2
8. All bad things are my fault.............................................................................0
Many bad things are my fault......................................................................... 1
Bad things are not usually my fault...............................................................2
9. I do not think about killing myself................................................................. 0
I think about killing myself but I would not do it............................................ 1
I want to kill myself...................................................................................... 2
10. I feel like crying every day.............................................................................0
I feel like crying many days............................................................................ 1
I feel like crying once in a while....................................................................2
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11. Things bother me all the time........................................................................ 0
Things bother me many times........................................................................1
Things bother me once in a while.................................................................. 2
12. I like being with people.................................................................................. 0
I do not like being with people many times................................................... 1
I do not want to be with people at a ll............................................................2
13. I cannot make up my mind about things........................................................0
It is hard to make up my mind about things................................................... 1
I make up my mind about things easily ...............................................2
14. I look O.K..................................................  0
There are some bad things about my looks................................................... 1
I look ugly..................................................................................................... 2
15. I have to push myself all the time to do my schoolwork.................................0
I have to push myself many times to do my schoolwork............................... 1
Doing schoolwork is not a big problem........................................................ 2
16. I have trouble sleeping every night................................................................ 0
I have trouble sleeping many nights...............................................................1
I sleep pretty well.......................................................................................... 2
17. I am tired once in a while................................................................................0
I am tired many days......................................................................................1
I am tired all the time......................................................................................2
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18. Most days I do not feel like eating................................................................0
Many days I do not feel like eating..............................   1
I eat pretty well.............................................................................................2
19. I do not worry about aches and pains............................................................ 0
I worry about aches and pains many times..................................................... 1
I worry about aches and pains all the time..................................................... 2
20. I do not feel alone........................................................................................... 0
I feel alone many times...................................................................................1
I feel alone all the time..................................................................................2
21. I never have fun at school.............................. 0
I have fun at school only once in a while....................................................  1
I have fim at school many times.....................................................................2
22. I have plenty of friends...................................................................................0
I have some friends but I wish I had more......................................................1
I do not have any friends...............................................................................2
23. My schoolwork is all right...............................................................................0
My schoolwork is not as good as before........................................................1
I do very badly in subjects I used to be good in.............................................2
24. I can never be as good as other kids...............................................................0
I can be as good as other kids if I want to......................................................1
I am just as good as other kids......................................................................2
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25. Nobody really loves me.................................................................................. 0
I am not sure if anybody loves m e................................................................. 1
I am sure that somebody loves me................................................................. 2
26. I usually do what I am told .........................................................  0
I do not do what I am told most times........................................................... 1
I never do what I am to ld ..............................................................................2
27. I get along with people...................................................................................0
I get into fights many times............................................................................1
I get into fights all the time........................................................................... 2
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Appendix 10
The Children’s Attributional Style Questionnaire (CASQ, Kaslow et al., 1995)
Below are a series of hypothetical (imagined) good or bad events. Below each event, there are two 
possible explanations as to why the event occurred. Please consider each event as if  it had happened to 
you and decide which of the two explanations would best describe why the event occurred. Please indicate 
which explanation you have chosen by circling the letter next to it.
For example, for Question 1: You get an “A” grade in a test.
Consider whether you would be more likely to attribute getting an A-grade to explanation A (I am smart) 
or explanation B (I am good in the subject that the test was in). When you have decided this, please circle 
the letter of the explanation you have chosen. Please do this for each question. Remember, there are no 
right or wrong answers, so please choose the answers which best describe you.______________________
1. You get an “A” grade in a test
A. I am clever
B. I am good at the subject that the test was in
2. You play a game with some friends and you win.
A. The people that I played with did not play the game well
B. I played that game well
3. You spend a night at a friend’s house and have a good time
A. My friend was in a friendly mood that night
B. Everyone in my friend’s family was in a friendly mood that night
4. You go on a holiday with a group of people and you have ftm.
A. I was in a good mood
B . The people that I was with were in good moods
5. All of your friend’s catch a cold except you
A. I have been healthy lately
B. I am a healthy person
6. Your pet gets run over by a car
A. I don’t take good care of my pets
B. Drivers are not cautious enough
7. Some children that you know say that they do not like you.
A. Once in a while people are mean to me
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B. Once in a while I am mean to other people
8. You get very good grades
A. School work is easy
B. I am a hard worker
9. You meet a friend and he/she tells you that you look nice
A. My friend felt like praising the way I looked that day
B. Usually my friend praises the way people look
10. A good friend tells you that he/she hates you
A. My friend was in a bad mood that day
B. I wasn’t nice to my friend that day
11. You tell a joke and no-one laughs
A. I do not tell jokes well
B. The joke is so well known that it is no longer funny
12. Your teacher gives a lesson and you do not understand it
A. I didn’t pay attention to anything that day
B. I didn’t pay attention when my teacher was talking
13. You fail a test
A. My teacher sets hard tests
B. Over the past few weeks my teacher has set hard tests
14. You gain a lot of weight and start looking fat
A. The food I have to eat is fattening
B. I like fattening foods
15. A person steals money from you
A. That person is dishonest
B. People are dishonest
16. Your parents praise something that you have made
A. I am good at making things
B. My parents like some things that I make
17. You play a game and you win money
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A. I am a lucky person
B. I am a lucky person when I play games
18. You almost drown when swimming in a river
A. I am not a very cautious person
B. Sometimes I am not a cautious person
19. You are invited to a lot of parties
A. A lot of people have been friendly towards me lately
B. I have been friendly towards a lot of people lately
20. An adult shouts at you
A. That person shouted at the first person he saw
B. That person shouted at a lot of people he saw that day
21. You do a project with a group of classmates and it turns out badly
A. I don’t work well with the people in the group
B. I never work well with a group
22. You make a new friend
A. I am a nice person
B. The people that I meet are nice
23. You have been getting on well with your family
A. I am easy to get on with when I am with my family
B. Once in a while I am easy to get on with when I am with my family
24. You try to sell some sweets, but no one will buy any
A. Lately a lot of children are selling things, so people won’t want to buy anything else from 
other children
B. People don’t like to buy things from children
25. You play a game and win
A. Sometimes I try as hard as I can at games
B. Sometimes I try as hard as I can
26. You get a bad grade in school.
A. I am stupid
B. Teachers are unfair markers
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27. You walk into a door and get a bloody nose
A. I wasn’t looking where I was going
B. I have been careless lately
28. You miss the ball and your team loses the game
A. I didn’t try hard while playing that day
B. I usually don’t try hard when I am playing
29 . You twist your ankle in a P.E. lesson
A. During the past few weeks the sports we have played in P.E. lessons have been dangerous
B. During the past few weeks I have been clumsy in P.E. lessons
30. Your parents take you to the beach and you have a good time
A. Everything at the beach was nice that day
B. The weather at the beach was nice that day
31. You take a train which arrives so late you miss a film at the cinema
A. During the past few weeks there have been problems with the trains being on time
B. The trains are almost never on time
32. Your mother makes you your favourite dinner
A. There are a few things that my mother will do to please me
B. My mother likes to please me
33. A team that you support loses a game
A. The team members don’t play well together
B. That day the team members didn’t play well together
34. You finish your homework quickly
A. Lately I have been doing everything quickly
B. Lately I have been doing schoolwork quickly
35. Your teacher asks you a question and you give the wrong answer
A. I get nervous when I have to answer questions
B. That day I got nervous when I had to answer questions
36. You get on the wrong bus and you get lost
A. That day I wasn’t paying attention to what’s going on
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B. I usually don’t pay attention to what’s going on
37. You go to an amusement park and you have a good time
A. I usually enjoy myself at amusement parks
B. I usually enjoy myself
3 8. An older kid slaps you in the face
A. I teased his/her younger brother
B. His/her younger brother told him/her I had teased him
39. You get all the presents you want on your birthday
A. People always guess what presents to buy me for my birthday
B. This birthday people guessed right as to what presents I wanted
40. You take a holiday in the country and you have a wonderful time
A. The country is a beautiful place to be
B. The time of year we went was beautiful
41. Your neighbours ask you over for dinner
A. Sometimes people are in kind moods
B. People are kind
42. You have a supply teacher and he/she likes you
A. I was well behaved during class that day
B. I am almost always well behaved during class
43. You make your friends happy
A. I am a fun person to be with
B. Sometimes I am a fun person to be with
44. You get a free ice-cream cone
A. I was friendly to the ice-cream man that day
B. The ice-cream man was feeling friendly that day
45. At your friend’s party then DJ asks you to help him
A. It was just chance that I got picked
B. I looked really interested in what was going on
46. You try to convince a friend to go to the cinema with you, but he/she won’t go
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A. That day he/she did not feel like doing anything
B. That day he/she did not feel like going to the cinema
47. Your parents get divorced
A. It is hard for people to get along well when they are married
B. It is hard for my parents to get along well when they are married
48. You have been trying to become a member of a club and you don’t get in
A. I don’t get along well with other people
B. I can’t get along well with the people in the club
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Appendix 11
The Worry Thermometer
Thermometers are normally used to measure the temperature of something. This thermometer is designed 
to measure how much worry different situations normally cause you. Please decide how much each of the 
ten things listed below have worried you in the last week (from not worried me at all to worried me very 
much).
Please indicate how much each of the things listed below have worried you by writing the number of the 
worry (e.g., write 3 for money) next to the thermometer according to how much they have worried you. 
For example, if you have not worried about money at all in the last week, you would mark a 3 by the zero 
on the thermometer scale.
1. Changes in my body (e.g., developing)
2. Physical appearance (e.g., clothes, spots, “being cool”)
3. Money (e.g., having enough to buy clothes/CD’s)
4. Sex/relationship issues (e.g., having/not having a girlfriend or boyfriend, pregnancy)
5. Arguments with friends
6. Bullying
7. Doing badly at school
8. Exams
9. Death of a close family member
10. Parents separating____________________________________________________________ _______
WORRIED ME VERY MUCH j  q
9 “  
8 -  
7 -  
6 -  
5 “  
4 “  
3 ~ 
2 "  
1 "
HASN’T WORRIED ME AT ALL 0
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Appendix 12
Missing Data for the LIS Physical and Non-Physical Bullying Items
Missing items on the physical bullying dimension
Number of 
missing items 
(out of possible 
6)
Percentage of 
missing data on 
this scale
Frequency Description Exclude or 
include
6 100% 1* No responses for 
bullying items
Exclude*
1 16.7% 9 Less than 20% 
missing data
Include
0 0% 246 No missing data Include
*This refers to the same questionnaire as shown below, therefore one questionnaire was 
excluded overall.
Missing items on the non-physical bullying dimension
Number of 
missing items 
(out of possible 
12)
Percentage of 
missing data on 
this scale
Frequency Description Exclude or 
include
12 100% 1* No responses for 
bullying items
Exclude*
3 25.0% 1 More than 20% 
missing data but 
still qualifies as 
“Both physical 
and non­
physical” victim 
on remaining 
items
Include
1 8.3% 12 Less than 20% 
missing data
Include
0 0% 242 No missing data Include
*This was the same questionnaire as t le one missing 100% physical bul ying data above,
therefore one questionnaire was excluded overall.
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Appendix 13
Missing Data for the STAI State and Trait Anxiety Scales
Missing items on the STAI state anxiety scale
Number of 
missing items (out 
of possible 20)
Percentage of 
missing data on 
this scale
Frequency Exclude or include Pro-rate
20 100% 4 Exclude -
5 25.0% 2 Exclude -
4 20.0% 1 Exclude -
3 15.0% 4 Exclude -
2 1.0% 8 Include Yes
1 5.0% 23 Include Yes
0 0% 213 Include No
Missing items on the STAI trait anxiety scale
Number of 
missing items (out 
of possible 20)
Percentage of 
missing data on 
this scale
Frequency Exclude or include Pro-rate
20 100% 2 Exclude -
14 70.0% 1 Exclude -
13 65.0% 1 Exclude -
10 50.0% 1 Exclude -
9 45.05% 1 Exclude -
5 25.0% 1 Exclude -
4 20.0% 2 Exclude -
3 15.0% 4 Exclude -
2 1.0% 5 Include Yes
1 5.0% 41 Include Yes
0 0% 196 Include No
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Appendix 14
Missing Data for the CDI
Missing items on the CDI
Number of 
missing items (out 
of possible 27)
Percentage of 
missing data on 
this scale
Frequency Exclude or include Pro-rate
6 22.2% 1 Exclude -
4 14.8% 1 Exclude -
3 11.1% 2 Include Yes
2 7.4% 2 Include Yes
1 3.7% 13 Include Yes
0 0% 236 Include No
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Appendix 15
Missing Data for the CASQ
In total questionnaires from 38 participants were excluded because they that contained 3 
or more missing items on either the Positive or Negative Events scale. Missing data for 
the remaining 217 questionnaires is described below:
Missing items on the CASQ - Attibutional Style for Positive Events Scale questionnaires which 
were included in the study
Number of 
missing items (out 
of possible 2)
Percentage of 
missing data on 
this scale
Frequency Exclude or include Pro-rate
2 8.3% 4 Include Yes
1 4.2% 23 Include Yes
0 0% 190 Include No
Missing items on the CASQ - Attibutional Style for Negative Events Scale questionnaires which 
were included in the study
Number of 
missing items (out 
of possible 2)
Percentage of 
missing data on 
this scale
Frequency Exclude or include Pro-rate
2 8.3% 7 Include Yes
1 4.2% 26 Include Yes
0 0% 184 Include No
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Appendix 16
The total numbers of “physical” victimisation LIS items and “non-physical” 
victimisation LIS items reported by participants as occurring more than once in
the past week
“Physical” victimisation items
300
200
100
.00 2.00 3.001.00 4.00 5.00
Total num ber of physical victimisation item s
“Non-physical” victimisation items
.00 2.00 4.00 6.00 8.00 10.00 12.00
1.00 3.00 5.00 7.00 9.00 11.00
Total num ber of non-physical victimisation items
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Appendix 17
Victimisation items of LIS: Overall frequencies of victims who reported 
experiencing each item more than once in the past week
The overall frequencies of children in the victim group who had experienced each type of 
the six “physical” bullying items and 12 “non-physical” bullying items of the LIS more 
than once in the past week are shown below. Of the 18 LIS bullying items, “called me 
names” was experienced by the greatest proportion of victims (45/54 -  83.3%). This was 
followed by “Laughed at me” (reported by 36/53 = 67.9% of victims), “teased me” 
(reported by 32/54 = 59.3% of victims) and “tried to hit me” (reported by 28/54 = 51.9% 
of victims). “Made me do something I  didn ’t want to” was experienced by the smallest 
proportion of victims (7/54 = 13.0%), followed by “was rude about the colour o f my skin” 
(7/53 = 13.2%).
“Physical” victimisation items
Item Number Description Of Item N
(Victim
Group)
Overall frequency of victims who 
had experienced item more than 
once in the past week 
(% of victim group)
5 Tried to kick me 54 21 (21/54 = 38.8%)
9 Threatened to hurt me 53 17 (17/53 = 32.1%)
11 Demanded money from me 54 10(10/54=18.5%)
25 Tried to hurt me 54 27 (27/54 = 50.0%)
38 Tried to break something of mine 54 11 (11/54 = 20.4%)
40 Tried to hit me 54 28 (28/54 = 51.9%)
“Non-physical” victimisation items
Item Number Description Of Item N
(Victim
Group)
Overall frequency of victims who 
had experienced item more than 
once in the past week 
(% of victim group)
2 Called me names 54 45 (45/54 = 83.3%)
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4 Teased me about my family 53 23 (23/53 = 43.4%)
7 Teased me because I am different 54 26 (26/54 = 48.1%)
12 Tried to frighten me 54 12 (12/54 = 22.2%)
16 Teased me 54 32 (32/54 = 59.3%)
20 Ganged up on me 54 18 (18/54 = 33.3%)
27 Made me do something I didn’t 
want to
54 7 (7/54 = 13.0%)
29 Took something off me 53 16 (16/53 = 30.2%)
31 Was rude about the colour of my 
skin
53 7 (7/53 = 13.2%)
34 Tried to trip me up 54 24 (24/54 = 44.4%)
36 Laughed at me 53 36(36/53 = 67.9%)
39 Told a lie about me 54 20 (20/54 = 37.0%)
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Appendix 18
Victimisation items of LIS: Frequencies of male and female victims who reported 
experiencing each item more than once in the past week
The frequencies of males and females in the victim group who had experienced each type 
of the 18 LIS bullying items are shown below. The item which was experienced by the 
greatest proportion of male victims was “called me names” (experienced by 28/35 = 80% 
of male victims), this was followed by “tried to hit me” (experienced by 23/35 = 65.7% of 
male victims). The item that was experienced by the smallest proportion of male victims 
was “made me do something I  didn’t want to” (experienced by 3/35 = 8.6%). The item 
that was experienced by the most female victims was “called me names” (experienced by 
17/19 = 89.5% of female victims), this was followed by “laughed at me” and “teased me 
because I  am different9 (each was reported by 13/19 = 68.4% of female victims 
respectively). The items which were experienced by the smallest proportion of female 
victims were “demanded money from me”, “tried to break something o f mine”, “tried to 
frighten me” and “was rude about the colour o f my skin” (each was reported by 3/19 = 
15.8% of female victims respectively).
With the exception o f “teased me about my family”, “tried to frighten me”, “got a gang 
on me” and “tried to trip me up”, a greater proportion of female victims than male victims 
had experienced the remaining 14 “non-physical” items of the LIS. For the “physical” 
items of the LIS, a greater proportion of male victims had experienced each of the six 
items compared to female victims. The greatest discrepancy between male and female 
victims was “tried to hit me”, which was experienced by 65.7% of males (23/35) and 
26.3% of males (5/19).
“Physical” victimisation items
Item Description Of Item Overall Frequency Overall Frequency Difference Between
No. of Male Victims (% of Female Victims Groups
Of Male Victims) (% Of Female (% male - %
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Victims) female)
5 Tried to kick me 15 (15/35 = 42.9%) 6(6/19 = 31.6%) 11.3%
9 Threatened to hurt me 13 (13/34 =38.2%) 4(4/19 = 21.1%) 17.1%
11 Demanded money from 
me
7(7/35=20.0%) 3(3/19=15.8%) 4.2%
25 Tried to hurt me 21 (21/35 = 60.0%) 6(6/19 = 31.6%) 28.4%
38 Tried to break something 
of mine
8(8/35 = 22.9%) 3(3/19=15.8%) 7.1%
40 Tried to hit me 23 (23/35 = 65.7%) 5 (5/19 = 26.3%) 39.4%
“Non-physical” victimisation items
Item
No.
Description Of Item Overall Frequency 
of Male Victims (% 
Of Male Victims)
Overall Frequency 
of Female Victims 
(% Of Female 
Victims)
Difference between 
groups 
(% male - % 
female)
2 Called me names 28 (28/35 = 80.0%) 17 (17/19 = 89.5%) -9.5%
4 Teased me about my 
family
15(15/34 = 44.1%) 8 (8/19 = 42.1%) 2.0%
7 Teased me because I am 
different
13 (13/35 = 37.1%) 13 (13/19 = 68.4%) -31.3%
12 Tried to frighten me 9(9/35 = 25.7%) 3 (3/19 = 15.8%) 9.9%
16 Teased me 20 (20/35 = 57.1%) 12 (12/19 = 63.2%) -6.1%
20 Got a gang on me 12 (12/35 = 34.3%) 6(6/19 = 31.6%) 2.7%
27 Made me do something I 
didn’t want to
3 (3/35 = 8.6%) 4(4/19 = 21.1%) -12.5%
29 Took something off me 9 (9/35 = 25.7%) 7 (7/18 = 38.8%) -13.1%
31 Was rude about the 
colour of my skin
4(4/34= 11.8%) 3 (3/19 =15.8%) -4.0%
34 Tried to trip me up 16 (16/35 =45.7%) 8(8/19 = 42.1%) 3.6%
36 Laughed at me 23 (23/34 = 42.6%) 13 (13/19 = 68.4%) -25.8%
39 Told a lie about me 12 (12/35 = 34.3%) 8(8/19 = 42.1%) -7.8%
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Appendix 19
Victimisation items of LIS: Frequencies of white and non-white victims who 
reported experiencing each item more than once in the past week
The frequencies of white and non-white children in the victim group who had experienced 
each type of the 18 LIS bullying items are shown below. The item which was experienced 
by the greatest proportion of non-white victims was “called me names” (experienced by 
15/16 = 93.8% of non-white victims), this was followed by “teased me about my family” 
and “laughed at me” (experienced by 10/16 = 62.5% of non-white victims). The item 
which was experienced by the smallest proportion of non-white victims was “tried to 
break something o f mine” (experienced by 3/16 = 18.8%). The item which was 
experienced by the greatest proportion of white victims was “called me names’’ 
(experienced by 30/38 = 78.9% of white victims), this was followed by “laughed at me” 
(experienced by 26/37 = 70.3% of white victims). The item which was experienced by the 
smallest proportion of white victims was “was rude about the colour o f my skin” 
(experienced by 2/37 = 5.4%).
A greater proportion of white victims than non-white victims had experienced all of the 
“physical” items of the LIS, with the exception of “tried to kick me” and “demanded 
money from me”. Similarly, a greater proportion of non-white victims had experienced all 
of the “non-physical” items of the LIS more frequently than had white victims, with the 
exception of “teased me”, “took something off me”, “tried to trip me up”, and “laughed at 
me” The greatest discrepancy between white and non-white victims was for “got a gang 
on me”, which was experienced by 56.3% of non-white victims (9/16) and 23.7% of white 
victims (9/38).
“Physical” victimisation items
Item
No.
Description Of Item Overall frequency 
of white victims (% 
of white victims)
Overall frequency 
of non-white 
victims (% of non­
white victims)
Difference between 
groups
(% white - % non­
white)
5 Tried to kick me 12(12/38 = 31.6%) 9 (9/16 = 56.3%) -24.7%
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9 Threatened to hurt me 12 (12/37 = 32.4%) 5(5/16 = 31.3%) 1.1%
11 Demanded money from 
me
6 (6/38 = 15.8%) 4(4/16 = 25.0%) -9.2%
25 Tried to hurt me 19 (19/38 = 50.0%) 8 (8/16 = 50.0%) 0%
38 Tried to break something 
of mine
8 (8/38 = 21.1%) 3(3/16=18.8%) 2.3%
40 Tried to hit me 20 (20/38 = 52.6%) 8 (8/16 = 50.0%) 2.6%
“Non-physical” victimisation items
Item
No.
Description Of Item Overall frequency 
of white victims (% 
of white victims)
Overall frequency 
of non-white 
victims (% of non­
white victims)
Difference between 
groups
(% white - % non­
white)
2 Called me names 30 (30/38 = 78.9%) 15 (15/16 = 93.8%) -14.9%
4 Teased me about my 
family
13(13/37 = 35.1%) 10 (10/16 = 62.5%) -27.4%
7 Teased me because I am 
different
17(17/38 = 44.7%) 9 (9/16 = 56.3%) -17.8%
12 Tried to frighten me 6 (6/38 = 15.8%) 6 (6/16 = 37.5%) -21.7%
16 Teased me 23 (23/38 = 60.5%) 9 (9/16 = 56.3%) 4.2%
20 Got a gang on me 9 (9/38 = 23.7%) 9 (9/16 = 56.3%) -32.6%
27 Made me do something I 
didn’t want to
3 (3/38 = 7.9%) 4(4/16 = 25.0%) -17.1%
29 Took something off me 12(12/38 = 31.6%) 4(4/15 = 26.7%) 4.9%
31 Was rude about the 
colour of my skin
2 (2/37 = 5.4%) 5(5/16 = 31.3%) -25.9%
34 Tried to trip me up 18 (18/38 = 47.4%) 6 (6/16 = 37.5%) 9.9%
36 Laughed at me 26 (26/37 = 70.3%) 10 (10/16 = 62.5%) 7.8%
39 Told a lie about me 13 (13/38 = 34.2%) 7(7/16 = 43.8%) -9.6%
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Appendix 20
Group means for the STAI State anxiety scale by victim status, positive 
attributional style, gender and ethnicity
positive attributional 
victim status style groups gender ethnicity Mean
Std.
Deviation N
non-victim low positive (low male white 38.2554 6.3299 34
adaptive thinking) non-white 42.7143 6.6261 7
Total 39.0167 6.5212 41
female white 40.6524 6.6771 30
non-white 46.0105 12.0569 5
Total 41.4179 7.6648 35
Total white 39.3790 6.5547 64
non-white 44.0877 8.9269 12
Total 40.1225 7.1250 76
high positive (high male white 38.5036 5.5947 46
adaptive thinking) non-white 38.6667 8.0829 3
Total 38.5135 5.6629 49
female white 39.7741 5.7297 41
non-white 41.3333 10.0664 3
Total 39.8804 5.9506 44
Total white 39.1023 5.6617 87
non-white 40.0000 8.2946 6
Total 39.1602 5.8097 93
Total male white 38.3981 5.8806 80
non-white 41.5000 6.9001 10
Total 38.7428 6.0392 90
female white 40.1452 6.1173 71
non-white 44.2566 10.8573 8
Total 40.5616 6.7617 79
Total white 39.2196 6.0367 151
non-white 42.7251 8.7024 18
Total 39.5930 6.4325 169
victim low positive (low male white 44.7778 8.7718 9
adaptive thinking) non-white 46.4433 6.5443 5
Total 45.3726 7.8239 14
female white 44.8571 7.0576 7
non-white 40.0000 1
Total 44.2500 6.7559 8
Total white 44.8125 7.8078 16
non-white 45.3694 6.4173 6
Total 44.9644 7.3085 22
high positive (high male white 39.4000 4.4522 10
adaptive thinking) non-white 35.3333 1.1547 3
Total 38.4615 4.2743 13
female white 43.7500 8.8081 4
non-white 57.0000 1
Total 46.4000 9.6592 5
Total white 40.6429 5.9821 14
non-white 40.7500 10.8743 4
Total 40.6667 6.9452 18
Total male white 41.9474 7.1916 19
non-white 42.2770 7.6102 8
Total 42.0451 7.1709 27
female white 44.4545 7.3125 11
hocvwhite 48.5Q00 12.0208 2
Total 45.0769 7.6753 13
Total white 42.8667 7.2146 30
non-white 43.5216 8.2453 10
Total 43.0304 7.3808 40
T otal low positive (low male white 39.6206 7.3038 43
adaptive thinking) non-white 44.2680 6.5733 12
Total 40.6346 7.3515 55
female white 41.4479 6.8559 37
non-white 45.0088 11.0597 6
Total 41.9448 7.5106 43
Total white 40.4657 7.1148 80
non-white 44.5149 8.0039 18
Total 41.2095 7.4121 98
high positive (high male white 38.6636 5.3827 56
adaptive thinking) non-white 37.0000 5.4772 6
Total 38.5026 5.3692 62
female white 40.1275 6.0369 45
non-white 45.2500 11.3541 4
Total 40.5456 6.5933 49
Total white 39.3158 5.7013 101
non-white 40.3000 8.8198 10
Total 39.4045 5.9996 111
Total male white 39.0793 6.2730 99
nonwhite 41.8454 7.0151 18
Total 39.5048 6.4390 117
female white 40.7233 6.4128 82
non-white 45.1053 10.5329 10
Total 41.1996 7.0326 92
Total white 39.6241 6.3721 181
non-white 43.0096 8.3962 28
Total 40.2508 6.7433 209
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Appendix 21
Group means for the STAI State anxiety scale by victim status, negative 
attributional style, gender and ethnicity
negative attributional 
victim status style groups ethnicity gender Mean
Std.
Deviation N
non-victim low negative (low white male 37.9760 5.1136 46
maladaptive thinking) female 38.8947 5.1408 31
Total 38.3365 5.1112 79
non-white male 40.8333 7.5211 (i
female 46.6000 13.7040 ■i
Total 43.4545 10.6053 11
Total male 38.2935 5.4172 5*
female 39.9649 7.1707 36
Total 38.9621 6.1947 90
high negative (high white male 39.0312 6.9133 32
maladaptive thinkjng) female 41.1143 6.6806 40
Total 40.1885 6.8169 72
non-white male 42.5000 6.8069 4
female 40.3509 .6077 3
Total 41.5789 4.9608
Total male 39.4167 6.8938 30
female 41.0611 6.4420 43
Total 40.3117 6.6596 70
Total white male 38.3981 5.8806 80
female 40.1452 6.1173 71
Total 39.2196 6.0367 15-
non-white male 41.5000 6.9001 ID
female 44.2566 10.8573 a
Total 42.7251 8.7024 10
Total male 38.7428 6.0392 90
female 40.5616 6.7617 70
Total 39.5930 6.4325 160
victim low negative (low white male 41.1250 4.7340 a
maladaptive thinking) female 45.0000 11.0454 4
Total 42.4167 7.1536 12
non-white male 40.3333 9.2916 3
female 57.0000
Total 44.5000 11.2694 4
Total male 40.9091 5.7525 11
female 47.4000 10.9681 *.
Total 42.9375 7.9872 10
high negative (high white male 42.5455 8.7449 11
maladaptive thinking) female 44.1429 5.2735 7
Total 43.1667 7.4459 10
non-white male 43.4433 7.3248 ■>
female 40.0000
Total 42.8694 6.7006 0
Total male 42.8260 8.0916 10
female 43.6250 5.0973 a
Total 43.0923 7.1243 2 l -
Total white male 41.9474 7.1916 10
female 44.4545 7.3125 11
Total 42.8667 7.2146 30
non-white male 42.2770 7.6102 a
female 48.5000 12.0208
Total 43.5216 8.2453 10
Total male 42.0451 7.1709 27*
female 45.0769 7.6753 13
Total 43.0304 7.3808 40
Total low negative (low white male 38.4259 5.1414 50
maladaptive thinking) female 39.5925 6.1618 30
Total 38.8746 5.5518 91
non-white male 40.6667 7.5498 9
female 48.3333 12.9718 0
Total 43.7333 10.3818 10
Total male 38.7361 5.5181 60
female 40.8716 7.9428 41
Total 39.5621 6.6095 100
high negative (high white male 39.9302 7.4760 43
maladaptive thinking) female 41.5654 6.5310 47
Total 40.7841 7.0069 90
non-whrte male 43.0240 6.6669 0
female 40.2632 .5263 4
Total 42.1745 5.6090 13
Total male 40.4657 7.3754 52
female 41.4632 6.2756 51
Total 40.9596 6.8378 103
Total white male 39.0793 6.2730 90
female 40.7233 6.4128 82
Total 39.8241 6.3721 18*
non-white male 41.8454 7.0151 10
female 45.1053 10.5329 10
Total 43.0096 8.3962 20
Total male 39.5046 6.4390 117
female 41.1996 7.0326 92
Total 40.2508 6.7433 209
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Appendix 22
Group means for the STAI State anxiety scale by victim status, overall 
attributional style, gender and ethnicity
overall attributional 
victim status style groups ethnicity gender Mean
Std.
Deviation N
non-victim low overall (low white male 38.7132 6.6593 29
adaptive thinking) female 41.9090 7.2924 34
Total 40.4379 7.1351 63
non-white male 43.1429 7.1281 7
female 43.5132 12.3388 4
Total 43.2775 8.7289 11
Total male 39.5746 6.8810 36
female 42.0779 7.7475 38
Total 40.8600 7.3967 74
high overall (high white male 38.2189 5.4512 51
adaptive thinking) female 38.5244 4.2869 37
Total 38.3474 4.9704 88
non-white male 37.6667 5.5076 3
female 45.0000 11.0151 4
Total 41.8571 9.2813 7
Total male 38.1882 5.4032 54
female 39.1562 5.4244 41
Total 38.6060 5.4050 95
Total white male 38.3981 5.8806 80
female 40.1452 6.1173 71
Total 39.2196 6.0367 151
non-white male 41.5000 6.9001 10
female 44.2566 10.8573 8
Total 42.7251 8.7024 18
Total male 38.7428 6.0392 90
female 40.5616 6.7617 79
Total 39.5930 6.4325 169
victim low overall (low white male 43.6000 9.0701 10
adaptive thinking) female 42.8571 6.3095 7
Total 43.2941 7.8323 17
non-white male 46.4433 6.5443 5
female 40.0000 1
Total 45.3694 6.4173 6
Total male 44.5478 8.1882 15
female 42.5000 5.9281 8
Total 43.8355 7.4056 23
high overall (high white male 40.1111 4.0757 9
adaptive thinking) female 47.2500 9.0692 4
Total 42.3077 6.5877 13
non-white male 35.3333 1.1547 3
female 57.0000 1
Total 40.7500 10.8743 4
Total male 38.9167 4.1222 12
female 49.2000 8.9833 5
Total 41.9412 7.4286 17
Total white male 41.9474 7.1916 19
female 44.4545 7.3125 11
Total 42.8667 7.2146 30
non-white male 42.2770 7.6102 8
female 48.5000 12.0208 2
Total 43.5216 8.2453 10
Total male 42.0451 7.1709 27
female 45.0769 7.6753 13
Total 43.0304 7.3808 40
Total low overall (low white male 39.9663 7.5388 39
adaptive thinking) female 42.0709 7.0693 41
Total 41.0449 7.3322 80
non-white male 44.5180 6.7953 12
female 42.8105 10.8006 5
Total 44.0158 7.8455 17
Total male 41.0373 7.5600 51
female 42.1513 7.4058 46
Total 41.5656 7.4692 97
high overall (high white male 38.5027 5.2819 60
adaptive thinking) female 39.3757 5.4387 41
Total 38.8571 5.3364 101
non-white male 36.5000 3.7815 6
female 47.4000 10.9453 5
Total 41.4545 9.3527 11
Total male 38.3207 5.1730 66
female 40.2479 6.5817 46
Total 39.1122 5.8429 112
Total white male 39.0793 6.2730 09
female 40.7233 8.4128 82
Total 39.8241 6.3721 181
non-white male 41.8454 7.0151 18
female 45.1053 10.5329 10
Total 43.0096 8.3962 28
Total male 39.5048 6.4390 117
female 41.1998 7.0326 92
Total 40.2508 6.7433 209
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Appendix 23
Group means for the STAI Trait anxiety scale by victim status, positive 
attributional style, gender and ethnicity
positive attributional 
victim status style groups ethnicity gender Mean
Std.
Deviation N
non-victim low positive (low white male 44.3653 8.4316 34
adaptive thinking) female 45.5371 6.5049 31
Total 44.9242 7.5391 65
non-white male 45.7544 7.6713 7
female 49.4000 12.5419 5
Total 47.2734 9.6345 12
Total male 44.6025 8.2315 41
female 46.0736 7.4887 36
Total 45.2903 7.8762 77
high positive (high white male 39.4043 5.2197 47
adaptive thinking) female 42.0988 6.4061 41
Total 40.6597 5.9246 88
non-white male 41.1053 3.5553 3
female 40.1754 8.3564 3
Total 40.6404 5.7660 6
Total male 39.5063 5.1244 50
female 41.9677 6.4548 44
Total 40.6585 5.8842 94-
Total white mate 41.4867 7.1457 81
female 43.5792 6.6286 72
Total 42.4714 6.9639 153
non-white male 44.3596 6.8619 10
female 45.9408 11.5165 8
Total 45.0624 8.9551 18
Total male 41.8024 7.1353 91
female 43.8154 7.1937 80
Total 42.7441 7.2122 171
victim low positive (low white male 47.7778 10.1708 9
adaptive thinking) female 52.6917 7.9592 7
Total 49.9276 9.3193 16
non-white male 46.4211 7.9656 5
female 56.7222 10.9209 2
Total 49.3642 9.3511 7
Total male 47.2932 9.1453 14
female 53.5874 8.0981 9
Total 49.7562 9.1177 23
high positive (high white male 41.1778 5.2559 10
adaptive thinking) female 48.6184 4.9530 4
Total 43.3037 6.0790 14
non-white male 37.2105 5.2891 3
female 58.0000 1
Total 42.4079 11.2561 4
Total male 40.2623 5.3299 13
female 50.4947 6.0002 5
Total 43.1046 7.1249 18
Total white male 44.3041 8.4410 19
female 51.2105 7.0422 11
Total 46.8365 8.5314 30
non-white male 42.9671 8.1837 8
female 57.1481 7.7574 3
Total 46.8347 10.1387 11
Total male 43.9079 8.2308 27
female 52.4829 7.3348 14
Total 46.8360 8.8582 41
Total low positive (low white male 45.0796 8.8054 43
adaptive thinking) female 46.8550 7.2444 38
Total 45.9125 8.1101 81
non-white male 46.0322 7.4357 12
female 51.4921 11.7265 7
Total 48.0437 9.3245 19
Total male 45.2874 8.4691 55
female 47.5763 8.1100 45
Total 46.3174 8.3465 100
high positive (high white male 39.7154 5.2233 57
adaptive thinking) female 42.6784 6.5193 45
Total 41.0226 5.9857 102
non-white male 39.1579 4.5603 6
female 44.6316 11.2241 4
Total 41.3474 7.8446 10
Total male 39.6623 5.1329 63
female 42.8378 6.8648 49
Total 41.0516 6.1318 112
Total white male 42.0220 7.4465 100
female 44.5906 7.1323 63
Total 43.1870 7.3977 183
non-white male 43.7407 7.2809 18
female 48.9973 11.5013 11
Total 45.7346 9.2826 29
Total male 42.2842 7.4167 118
female 45.1063 7.8169 94
Total 43.5355 7.7077 212
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Appendix 24
Group means for the STAI Trait anxiety scale by victim status, negative 
attributional style, gender and ethnicity
negative attributional 
victim status style groups ethnicity gender Mean
Std.
Deviation N
non-victim low negative (low white male 40.2814 5.2528 49
maladaptive thinking) female 42.5433 6.8128 32
Total 41.1750 5.9815 81
non-white male 42.3801 6.8541 6
female 47.1053 15.0360 5
Total 44.5279 10.9550 11
Total male 40.5104 5.4141 55
female 43.1598 8.2212 37
Total 41.5759 6.7704 92
high negative (high white male 43.3322 9.1233 32
maladaptive thinking) female 44.4079 6.4430 40
Total 43.9298 7.7094 72
non-white male 47.3289 6.5851 4
female 44.0000 1.7321 3
Total 45.9023 5.0841 7
Total male 43.7763 8.8917 36
female 44.3794 6.2210 43
Total 44.1046 7.5105 79
Total white male 41.4867 7.1457 81
female 43.5792 6.6286 72
Total 42.4714 6.9639 153
non-white male 44.3596 6.8619 10
female 45.9408 11.5165 8
Total 45.0624 8.9551 18
Total male 41.8024 7.1353 91
female 43.8154 7.1937 80
Total 42.7441 7.2122 171
victim low negative (low white male 40.0972 4.2998 8
maladaptive thinking) female 47.4342 5.4499 4
Total 42.5429 5.7372 12
non-white male 41.0702 4.4324 3
female 58.0000 1
Total 45.3026 9.2061 4
Total male 40.3626 4.1325 11
female 49.5474 6.6786 5
Total 43.2328 6.5278 16
high negative (high white male 47.3636 9.5318 11
maladaptive thinking) female 53.3684 7.2708 7
Total 49.6988 9.0097 18
non-white male 44.1053 10.1520 5
female 56.7222 10.9209 2
Total 47.7101 11.2467 7
Total male 46.3454 9.5124 16
female 54.1137 7.5328 9
Total 49.1420 9.4843 25
Total white male 44.3041 8.4410 19
female 51.2105 7.0422 11
Total 46.8365 8.5314 30
non-whrte male 42.9671 8.1837 8
female 57.1481 7.7574 3
Total 46.8347 10.1387 11
Total male 43.9079 8.2308 27
female 52.4829 7.3348 14
Total 46.8360 8.8582 41
Total low negative (low white male 40.2556 5.0956 57
maladaptive thinking) female 43.0867 6.7886 36
Total 41.3515 5.9380 93
non-white male 41.9435 5.8909 9
female 48.9211 14.1650 6
Total 44.7345 10.1985 15
Total male 40.4857 5.1944 66
female 43.9202 8.2511 42
Total 41.8214 6.7311 108
high negative (high white male 44.3635 9.2863 43
maladaptive thinking) female 45.7424 7.2449 47
Total 45.0836 8.2646 90
non-white male 45.5380 8.4071 9
female 49.0889 8.9372 5
Total 46.8062 8.4373 14
Total male 44.5668 9.0722 52
female 48.0642 7.3892 52
Total 45.3155 8.2677 104
Total white male 42.0220 7.4465 100
female 44.5906 7.1323 83
Total 43.1870 7.3977 183
non-white male 43.7407 7.2809 18
female 48.9973 11.5013 11
Total 45.7346 9.2826 29
Total male 42.2842 7.4167 118
female 45.1063 7.8169 94
Total 43.5355 7.7077 212
Large Scale Research Project 426
Appendix 25
Group means for the STAI Trait anxiety scale by victim status, overall 
attributional style, gender and ethnicity
overall attributional 
victim status style groups ethnicity gender Mean
Std.
Deviation N
non-victim low overall (low white male 44.8875 8.6897 29
adaptive thinking) female 46.2152 7.0116 34
Total 45.6040 7.7919 63
nonwhite male 47.0852 6.2773 7
female 45.7500 10.9962 4
Total 48.5997 7.7699 11
Total male 45.3148 8.2427 36
female 46.1662 7.3261 38
Total 45.7520 7.7435 74
high overall (high white male 39.5901 5.3286 52
adaptive thinking) female 415207 5.3262 38
Total 40.2786 5.3592 90
non-white male 38.0000 2.6458 3
female 46.1316 13.7279 4
Total 42.6466 10.7449 7
Total male 39.5033 5 5 1 6 2 55
female 41.6884 6.4435 42
Total 40.4494 5.8499 97
Total white male 41.4867 7.1457 81
female 43.5792 6.6286 72
Total 42.4714 6.9639 153
non-white male 44.3596 6.8619 10
female 45.9408 11.5165 8
Total 45.0624 8.9551 18
Total male 41.8024 7.1353 91
female 43.8154 7.1937 80
Total 42.7441 7.2122 171
victim low overall (low white male 48.2000 9.6816 10
adaptive thinking) female 52.1504 8.4455 7
Total 49.8266 9.1372 17
non-white male 46.4211 7.9656 5
female 56.7222 10.9209 2
Total 49.3642 9.3511 7
Total male 47.6070 8.8960 15
female 53.1663 8.5128 9
Total 49.6918 6.9965 24
high overall (high white male 39.9753 3.8485 9
adaptive thinking) female 49.5658 4.1215 4
Total 42.9262 5.9453 13
non-white male 37.2105 5.2891 3
female 58.0000 1
Total 42.4079 11.2561 4
Total male 39.2841 4.1739 12
female 51.2526 5.1930 5
Total 42.8043 7.0935 17
Total white male 44.3041 8.4410 19
female 51.2105 7.0422 11
Total 46.8365 8.5314 30
non-white male 42.9671 8.1837 8
female 57.1481 7.7574 3
Total 46.8347 10.1387 11
Total male 43.9079 8.2308 27
female 52.4829 7.3348 14
Total 46.8360 8.8582 41
Total low overall (low white male 45.7368 8.9435 39
adaptive thinking) female 475285 7.5080 41
Total 46.5013 8.2207 80
non-white male 46.8085 6.6846 12
female 49.4074 11.3361 6
Total 47.6748 8.2643 18
Total male 45.9890 8.4161 51
female 47.5067 7.9703 47
Total 46.7169 8.1986 98
high overall (high white male 39.6469 5.1117 61
adaptive thinking) female 42.0155 5.7438 42
Total 40.6127 5.4772 103
non-white male 37.6053 3.7652 6
female 48.5053 13.0197 5
Total 42.5598 10.3584 11
Total male 39.4641 5.0172 67
female 42.7059 6.9452 47
Total 40.8006 6.0752 114
Total white male 42.0220 7.4465 100
female 44.5906 7.1323 83
Total 43.1870 7.3977 183
non-white male 43.7407 7.2809 18
female 48.9973 11.5013 11
Total 45.7346 9.2826 29
Total male 42.2842 7.4167 118
female 45.1063 7.8169 94
Total 43.5355 7.7077 212
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Appendix 26
Group means for the GDI by victim status, positive attributional style, gender and 
ethnicity
DependentVariable: CDITOT
positive attributional 
victim status style groups ethnicity gender Mean
Std.
Deviation N
non-victim low positive (low white male 9.4412 7.5606 34
adaptive thinking) female 9.4194 5.1561 31
Total 9.4308 6.4758 65
non-white male 13.4176 9.0916 7
female 15.0000 11.2472 5
Total 14.0769 9.5786 12
Total male 10.1201 7.8646 41
female 10.1944 6.4090 36
Total 10.1548 7.1744 77
high positive (high white male 5.7564 4.1785 48
adaptive thinking) female 7.7555 6.6242 42
Total 6.6893 5.5173 90
non-white male 11.6667 10.5040 3
female 8.0000 5.5678 3
Total 9.8333 7.7825 6
Total male 6.1041 4.7747 51
female 7.7718 6.5040 45
Total 6.8858 5.6825 96
Total white male 7.2842 6.0626 82
female 8.4621 6.0622 73
Total 7.8390 6.0714 155
non-white male 12.8923 8.9632 10
female 12.3750 9.7092 8
Total 12.6624 9.0232 18
Total male 7.8938 6.6138 92
female 8.8485 6.5348 81
Total 8.3408 6.5752 173
victim low positive (low white male 23.2222 11.8404 9
adaptive thinking) female 15.2857 9.5693 7
Total 19.7500 11.3108 16
non-white male 12.2000 7.0498 5
female 17.5128 9.3614 3
Total 14.1923 7.8102 8
Total male 19.2857 11.4719 14
female 15.9538 9.0377 10
Total 17.8974 10.4481 24
high positive (high white male 8.7538 4.6675 10
adaptive thinking) female 15.9327 7.1157 4
Total 10.8049 6.1720 14
non-white male 3.0000 3.4641 3
female 21.0000 1
Total 7.5000 9.4340 4
Total male 7.4260 4.9705 13
female 16.9462 6.5659 5
Total 10.0705 6.8436 18
Total white male 15.6073 11.3265 19
female 15.5210 8.3809 11
Total 15.5756 10.1907 30
non-white male 8.7500 7.3824 8
female 18.3846 7.8399 4
Total 11.9615 8.5993 12
Total male 13.5755 10.6616 27
female 16.2846 8.0660 15
Total 14.5430 9.7992 42
Total low positive (low white male 12.3256 10.1880 43
adaptive thinking) female 10.5000 6.4588 38
Total 11.4691 8.6387 81
non-white male 12.9103 7.9719 12
female 15.9423 9.9507 8
Total 14.1231 8.6945 20
Total male 12.4531 9.6817 55
female 11.4465 7.3520 46
Total 11.9947 8.6715 101
high positive (high ' white male 6.2732 4.3750 58
adaptive thinking) female 8.4666 6.9844 46
Total 7.2433 5.7535 104
non-white male 7.3333 8.4538 6
female 11.2500 7.9320 4
Total 8.9000 8.0478 10
Total male 6.3726 4.8049 64
female 8.6892 7.0167 50
Total 7.3887 5.9627 114
Total white male 8.8500 7.9718 101
female 9.3864 6.7883 84
Total 9.0936 7.4429 185
non-white male 11.0513 8.3342 18
female 14.3782 9.2470 12
Total 12.3821 8.7120 30
Total male 9.1829 8.0306 119
female 10.0104 7.2743 96
Total 9.5524 7.6955 215
